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GROUP SPECIFIC SUBSTANCES IN POOLED 
HUMAN SERUM. 


By J. J. Graypon anp E. F. Woops, 
From the Commonwealth Serum Laboratories, 
Melbourne. 


DespitTe the extensive experience that has been accumu- 
lated in the transfusion of pooled human serum, there still 
appears to be some doubt as to whether the injection of 
incompatible isoagglutinins presents any real danger to 
the recipient. 

It is now generally accepted that such serum is safe, 
provided the titre of isoagglutinins is not high. Jakobowicz 
and Bryce (1941), Della Vida and Dyke (1941), Aubert, 
Boorman and Dodd (1942) and Thalhimer (1942) discuss 
this problem and suggest methods of ensuring a low iso- 
agglutinin titre in pools of human serum. These methods 
utilize the capacity of group-specific substances normally 
present in human serum to inactivate the corresponding 
isoagglutinins. The serum of subjects of blood groups A 
and AB contains A-receptor substances capable of com- 
bining with the anti-A agglutinins found in serum of 
persons of groups O and B. Similarly, group B and group 
AB sera contain B-receptor substances, which can com- 
bine with the anti-B agglutinins found in serum of persons 
of groups O and A. Group O serum, which contains both 
a and 8 agglutinins, has, of course, receptors for neither. 
By the inclusion of serum of different groups in each batch, 
the titre of isoagglutinins can be reduced to a safe level 
by absorption and dilution. 

It might be assumed that the pooling of a large number 
of individual sera chosen at random would satisfactorily 
achieve this object. Davis and Meneely (1942) have shown 
that serum so pooled may contain a “potentially dangerous” 
concentration of isoagglutinins. Using certain basic 
assumptions, they have calculated the probabilities of 
obtaining “potentially dangerous” pools containing four, 
eight and sixteen individual sera chosen at random. In 


their calculations no account has been taken of the absence 
in group O serum of receptors for either a or 8 agglutinins. 
The figures given in their tables do not therefore truly 
represent the effects of pooling and create the impression 
that the isoagglutinins in large pools are likely to be 
effectively neutralized. That this is not the case can be 
seen in the accompanying table (Table I), in which 
are presented the adjusted probabilities of obtaining 
“potentially dangerous” concentrations of agglutinins in 
pools containing from 4 to 256 individual sera selected at 
random. 


TABLE I. 
Probability that Human Serum oe at Random 
Number of will be  Potentia tially Dangerous” in respect of : 
Individual 
Sera in Pool. 
a Agglutinins.* 8 Agglutinins,* 
4 0-092 0-547 
8 0-063 0-689- 
16 0-028 0-824 
24 0-013 0-892 
32 0-006 0-931 
64 0-0003 0-987 
128 <1x10-* 0-9993 
256 <1x10-" >0-99999 


’ Pooled serum is defined as “potentially dangerous” in respect. of a 
agglutinin if it contains less than 25% of serum of groups A and AB. 

Pooled serum is defined as “‘potentially in t of B 
agglutinin if it contains less than 25% of serum 1 of groups B and AB. 


Our calculations have been based on the following 
assumptions: 

1. The relative incidence of the blood groups in the 
population from which the samples are drawn is the same 
as that assumed by Davis and Meneely, namely: group O, 
45%; group A, 41%; group B, 10%; and group AB, 4%. 

2. Each individual specimen of serum (or plasma) con- 
tributes the same volume to the pool. 

3. The titre of isoagglutinins and the combining power 
of group-specific substances is the same in each specimen 
of -serum according to type. 


| 
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| 
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4. A pool in which there is a large excess of groups O 
and A over groups B and AB contains £8 agglutinins in a 
potentially dangerous concentration. Similarly, a pool in 
which there is a large excess of groups B and O over 
groups A and AB has a potentially dangerous concentration 
of a agglutinins. In our experience a slight reduction in 
titre of isoagglutinins of a specimen of serum can usually 
be detected when one-tenth of its volume of an “incom- 
patible” serum is added. However, to effect a really useful 
reduction, say to one-quarter or less of the original titre, 
about one-fourth of its volume of incompatible serum is 
needed. For this reason we have shown in Table I 
probabilities for the occurrence of less than one incom- 
patible serum in every four of the pool, such pools being 
designated “potentially dangerous”. 

In the calculations the agglutinins a and @ have been 
treated separately. 

The probability that any single specimen of serum 
chosen at random will belong to groups O and B and 


45 
therefore contain a agglutinins is —— + —— = 0-55. 

100 

In an unselected group of » samples of serum, the 
probability that there will be z samples containing «a 
agglutinins and (n — x) samples containing receptors for a 
agglutinins is given by the (x2 + 1)‘ term of the expansion 
of the binomial (q¢ + p)", which is 
n! 

qr-2 pz, where p = 0-55 and q = 1-p = 0°46. 
In this way one may calculate the chance of obtaining 
any particular combination of sera with a agglutinins and 
sera -with the corresponding receptors. If the relevant 
terms of the expansion are summed, the probability that 
there will be insufficient receptors to inactivate the 
agglutinins may be found. 


For the 8 agglutinin, the same method may be used; but 
45 4 


in this case p = — + — = 0-86, and gq = 0-14. 
100 

It can be seen that all untested pools, by reason of their 
content of 8 agglutinins, must be considered “potentially 
dangerous” for transfusion into recipients of groups B 
and AB. 

Similarly, all such pools containing less than, say, thirty 
different sera must be considered “potentially dangerous” 
for transfusion into recipients of group A (p = 0-006 when 
n = 32). 

These theoretical deductions are supported by examina- 
tion of the isoagglutinin content of pooled batches in which 
the blood groups are represented in approximately the 
proportions in which they occur in the population. Titres 
as high as 1/48 have been observed in batches containing 
over 200 individual’sera. This value is very little different 
from the average titre of the component sera and indicates 
that the neutralization of the isoagglutinins by the group- 
specific substances in such batches has been relatively 
ineffective. The foregoing considerations lead one to 
expect more pronounced neutralization of a agglutinin than 
is actually found in large pools. 

Frequently the titre of a agglutinins is higher than that 
of 8 agglutinins, even though most batches contain three 
or four sera of group A to every one of group B. This is 
probably due to the following factors: 

1. The titre of isoagglutinins varies widely in different 
sera, that for A cells being normally of higher average 
than that for B cells. 

2. The inhibiting substances are generally less active in 
A serum than in B serum (Aubert, Boorman and Dodd, 
1942). 

It seems desirable, therefore, that the component sera 
for each pooled batch shall be preselected so that a high 
and balanced proportion of serum-containing receptors is 
included. A suitable ratio for large pools is one serum of 
groups B and AB to every four sera of group O or A. 
Donors whose serum contains isoagglutinins in excep- 
tionally high titre should be reserved for other purposes 
(for example, for grouping serum or for homologous whole 
blood transfusions). 


A disadvantage of such a procedure is that some donors, 
particularly of group O, may be required less frequently 
than others. Further, Bryce and Jakobowicz (1941) have 
pointed out that it is impossible to predict beforehand 
how much reduction may be effected by any one sample 
of serum. 

A maximal titre for isoagglutinins permissible in 
batches of pooled human serum for transfusion may have 
to be prescribed. 

The titre of isoagglutinins in any batch can be made 
to conform to a prescribed limit by the addition of purified 
group-specific substances (Witebsky, Klendshoj and 
Swanson, 1941). 

Statistical analysis of the intergroup variation in 
incidence of reactions following the transfusion of pooled 
human serum may reveal some of the causative factors 
involved. To accomplish this satisfactorily it will be 
necessary to examine the results of a large series of trans- 
fusions in which the reactions have been carefully 
classified. 

Reactions induced by the injection of isoagglutinins 
should not occur in group O recipients, who possess these 
agglutinins naturally. Recipients belonging to group AB, 
whose blood does not contain these agglutinins, should be 
particularly susceptible. 

An opposite view is taken by Levine and State (1942), 
who hold that the A and B group-specific substances 
present in plasma and not the isoagglutinins are respon- 
sible for reactions following transfusion. These workers 
state that reactions, which occur only when heterologous 
plasma is transfused into a sensitive patient, may be 
avoided if a preliminary skin test is performed. If 
incompatible group-specific substances are responsible, 
reactions should be most frequent in recipients belonging 
to group O, who do not naturally possess these substances. 

Should the work of Levine and State be substantiated, 
the use of homologous serum for each recipient would 
have to be considered. Such a procedure would also 
remove possible danger in subsequent transfusions due to 
antibodies stimulated by the injection of heterologous 
group-specific substances. 
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BLACKWATER FEVER. 


‘By T. E. Witson, M.D., M.S., B.Sc., 
M.R.A.C.P., F.R. A.C. S., 


Captain, Australian Army Medical Corps. 


Tue admission to hospital of a patient suffering from 
blackwater fever continues to be a matter of considerable 
interest to the members of the medical staff, irrespective of 
whether their stay in the tropics-is measured in days or in 
years. This is due partly to the colour of the urine, but mainly 
to the = reputation of blackwater fever and to the challenge 
t gi those in charge of the patient. The case reported 


ves to 


| | | 
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Report of Case. 


W.F., aged thirty-three years, formerly an oil prospector, 
now a lieutenant in the Australian army, first contracted 
malaria in Borneo twelve years ago; since then he has had 
numerous attacks of malaria in Borneo, Malaya, Papua and 
New Guinea. Occasionally, for various reasons, whether 
he was on leave in Australia or working in the mountains 
of New Guinea, he omitted to take quinine regularly; but 
for the greater part of the past twelve years he has taken 
five grains of quinine each night. Two years ago, because 
of a succession of severe attacks of malaria, he was given 
five daily intramuscular injections of quinine. During the 
past six yedrs he has taken six courses of “Atebrin” (one 
tablet three times a day for five days) at intervals of 
approximately one year. A course of “Atebrin” twelve 
months ago was followed by a course of “Plasmoquine” (one 
tablet three times a day for five days). He was uncertain 
of the size of the “Atebrin” and “Plasmoquine” tablets taken 
in New Guinea. Since he first contracted malaria blood 
smears have been examined several times, and until two 
months ago malarial parasites were found on each occasion. 
The patient is not aware of the types of parasites that were 
present. Two months ago, examination of blood smears at 
a military hospital failed to reveal any parasites. 

After the combined course of “Atebrin” and “Plasmoquine” 
twelve months ago, the patient returned to Australia. Six 
months later he enlisted and was sent to New Guinea and 
Papua, where he was stationed for four months in the 
districts of the Gira, Mambare and Waria rivers and in the 
Gona-Buna area. Locally, the Mambare River district has 
a bad name for blackwater fever. During these four months 
his diet appears to have been adequate, and he did not 
contract dysentery or other infection. Since returning to 
Australia two months ago, he has suffered from several 
febrile attacks. One week prior to his admission to hospital 
he had a severe febrile attack and was given 0-1 gramme 
of “Atebrin” three times per day for five days. The day 
after completing this course he complained of vague, 
generalized abdominal pains and malaise. The next morning 
the abdominal pains were still present, the skin was slightly 
icteric, and for the first time he noticed that his urine was 
black. He was admitted to hospital that morning. 

On examination, he appeared to be in good general con- 
dition; the skin and sclere were of a slightly icteric tinge, 
the tongue was moist and clean, and clinical examination of 
the heart, lungs and abdomen revealed no abnormality. No 
parasites were seen in the blood or sternal marrow films 
at any time after his admission to hospital. No nucleated 
red cells were seen in the blood, and there was no apparent 
macrocytosis. No hemoglobinized pronormoblasts or true 
megaloblasts of Ehrlich were found in the sternal marrow. 
Other results of examination of the blood and sternal marrow 
are shown in Table I. Unfortunately, facilities for complete 
blood examinations were not available. 

Sixty-grain doses of sodium citrate were given every two 
hours for four doses until the urine became alkaline, and 
then the dosage was reduced to 60 grains every four hours 
for the next six days. Glucose and orange drinks and other 
fluids were given by mouth as often as the patient could 
tolerate them. Five per centum glucose-saline solution was 
given intravenously by the drip method for four and a half 
days. For the first three days in hospital 25 ounces of 


Days from Onset of Illness. 
1 4 7 ll 18 
Blood : 
Hemoglicbin (grammes 
ns per 

cubic millimetre) 3-49 2-28 5-90 

ucocytes (thousands per 

Bone Marrow 

Neutrophile cells 2°6 0-4 
Old 29-0 26°2 12-2 
Young metamye 2°8% 1-0 10°8 
Myelocytes = 1:0% 2-2 7°2% 
Eosinophile cells 2-4 3°4% 2-4 1-2 
Monocytes oe 1-2 _ 0°8 
Plasma cells 0-4 1:0% 0°2% 1:0% . 
Lymphocytes .. 3-2 1:0 2°6 
Normoblasts 27-2 38°2% 51-0 40°6 
Late erythroblasts 2-0 12°4% 1-2 2-2 3-2 
Early erythroblasts 8-0 1:2 1:0 
Pronormoblasts . . 3:4 
Mitotic figures .. 1-0 0°2% 
Ratio of red to white cells | 1:2°8 | 1:0°6 | 1:0°2 | 1:0°8 | 1:1°2 


citrated blood were given by transfusion each day. During 
these three days the jaundice increased in intensity and the 
biack colour of the urine persisted; on the fourth morning 
the urine changed to a normal amber colour. Until then 
the patient had been taking fluids only; but thereafter the 


102 


101 4 


: 


964 


Degrees Panrenheit. 
i 


123658 6 12 16 18 IF 
Days from apset of the illness. 
— chart. The dotted line” line dra’ the chart at the 
WH across 

diet was gradually increased, until a week later he received 
the usual hospital diet. During the second, third, fourth and 
fifth days in hospital he was nauseated and vomited small 
amounts. The fluid intake and output for the first five days 
in hospital are shown in Table II. Although a relatively 


TABLE II. 
The Fluid Intake and Output for the First Five Days in Hospital.’ 
Intake. Output. 
7 5% Glucose- 
Iliness. Citrated tion | Fluids by Total Number of Total 
Blood. Given Intra- Mouth.” Intake. Urine. Vomitus. Bowel Actions. 
venously. 
1 102 80 84 Nil 6 ford 
2 3 50 100 175 1l 7 101 
3 25 102 98 225 67 18 Nil 
4 Nil 102 130 232 114 19 1 133 
5 Nil 34 o4 128 1 10 1 139 

) 75 390 502 967? 484 58 15 542° 
* Figures are given in ounces ; 25 ounces of blood were also given on the thirteenth, fourteenth and fifteenth days. 
* For the first four days the daily average intake of fluids exceeded the average daily output by 109 ounces. This was necessary because of the profuse 
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large intake of fluid was maintained for the first four days, 
at no time did tachycardia or moist sounds in his chest 
develop. A blood examination on the eleventh day after his 
admission to hospital revealed that the hemoglobin value 
was 63 grammes per 100 cubic centimetres and the 
erythrocytes numbered 2,280,000 per cubic millimetre. 
Accordingly, 25 ounces of citrated blood were given on each 
of the thirteenth, fourteenth and fifteenth days after his 
admission to hospital. Following each of these transfusions 
there was a slight rise of temperature (Figure I). On the 
eighteenth day he was sent on convalescent leave; at this 
time the jaundice had faded and he felt quite well. For the 
following month he was ordered five grains of ferrous 
sulphate three times per day and was referred to the base, 
hospital at the end of that time for investigation and treat- 
ment of malaria if present. 
Discussion. 

Since it is a relatively rare disease and occurs in places where 
laboratory facilities are often lacking, most of the theories 
relating to blackwater fever are derived from the clinical 
observation of small series of cases. sage or repeated sub- 
tertian malarial infections plus irregular dosage with quinine 
forms the basis of the majority of these theories. The patient 
under discussion had resided in districts in which almost 100% 
of the population contract subtertian malaria, and it is extremely 
unlikely that he escaped infection with the Plasmodium 
falciparum. The history for the period preceding the onset of 
typical blackwater fever is that quinine has been taken 
irregularly, owing either to forgetfulness or to the patient’s 
own peculiar ideas as to the treatment of malaria. Then, 
— he feels ‘‘off colour’’ or perhaps he desires to be free of 
ever for a special occasion, and a larger dose of quinine is 
taken; blackwater fever rapidly ensues. 

The history reported here is a typical one, in that blackwater 
fever was not initiated by quinine, but instead by “Atebrin’’. 
Now that the latter drug is being more widely used, it will be 
interesting to observe the frequency of such an occurrence. 
The onset of blackwater fever i after the exhibition 
of “Atebrin” suggests that this disease is not due to a hyper- 
sensitivity to quinine per se, but rather to a by-product liberated 
from the ites themselves by an antimalarial drug. 

Since blackwater fever is not a a fatal, and since 
any one practitioner's experience of this disease is necessarily 
limited, it is difficult to assess the efficacy of different snethede 
of treatment. This is borne out by the existence of widely 
divergent views as to the value of blood transfusions and the 
intravenous administration of serum, and of the place of anti- 
malarial drugs in the treatment of this disease. On the other 
hand, the importance of alkalinizing the urine and increasing the 
fluid intake is undoubted. Out of the discordant views on the 
treatment of blackwater fever, one with a basis of “‘reasonable- 
ness’’ was adopted in this case as offering the greatest chance of 
success. The results of treatment in one case prove very little, 
and therefore they are reported here with no intention of proving 
anything. 

Because most of the fatalities in blackwater fever are due to 
anuria, our energies should be directed chiefly at the prevention 
of that complication. This may be accomplished by the 
alkalinization of the urine to inhibit the deposition of acid 
hematin in the renal tubules, by transfusions to prevent anoxic 
changes in the renal tubules and to maintain the filtration 
pressure in the kidneys, and by the administration of large 
amounts of fluids both by mouth and by the intravenous route. 
In the case reported here, a urinary output of an average of 
97 ounces per day was maintained for the first five days. The 
fluid chart is shown in Table II. Large amounts of saline 
solution should not be given by the intravenous route to patients 
suffering from dehydration. After the salt lost by sweating 
et cetera has been replaced in these patients, glucose in water is 
to be preferred. 

The rapidly developing, severe anemia of blackwater fever 
assuredly plays at least a part in the causation of the pathological 

present in fatal cases. Any part that the maintenance 

of the hemoglobin level of the blood and the avoidance of 

anoxemia may play in the prevention of myocarditis or other 

changes in vital organs must outweigh all objections to trans- 

fusions founded on the theory that they provide more blood 

to be destroyed and to block the renal tubules. Alkalinization 

of the urine, together with adequate diuresis, overcomes all such 

objections. Careful cross-typing will minimize reactions caused 
of the 

of the necessity of replacing splenic puncture 
procedure which was devoid of 0nd enable 0 


diagnosis of malaria to be made in the absence of parasites from 
the peripheral blood, Seyfarth‘) introduced sternal trephination ; 
the sternal marrow films were found to be of great value in the 
diagnosis of malaria. Thus, when Arinkin‘*’ described the 
technique of sterna! puncture, it was to be expected that this 
simpler procedure eau be adopted wherever large numbers of 
cases of malaria were treated. *Fnfortunately, a early hopes 
of the value of this method in the diagnosis of malaria have 
not been fulfilled. It may be suggested that the procedure of 
sternal puncture may be of some value to the physicians under 
whose care are the troops in malarious areas; but it is not to 
thick blood films. 

As far as I have been able to determine, 
— fever have not been described previously. The sternal 

w findings at the onset of the disease were within normal 
limite ; but within three days normoblasts, erythroblasts and 
ronormoblasts predominated. With the cessation of the 
lysis, the hyperplasia of the normoblasts persisted lo; 
than that of the more primitive cells. Two code later 
sternal’ marrow had returned to normal. 

The persistence of normal sternal marrow up to the onset of 
the attack of blackwater fever may be taken as indicative of 
the absence in this case of c anemia due to the malaria 
(vide Whitby and Britton‘'*): The rapidity with which the 
hyperplasia of the normoblastic series ene peared after the onset 
of the hemolysis and the magnitude of the hyperplasia are both 
evidence of the great potentialities of the marrow. 

Although the sternal marrow of a patient infected with malaria 
may contain ites while they are absent from the —— 
blood, (4) (5) (6) (7) (8) no ite was found in the sternal 
marrow of the patient . 


Summary and Conclusions. 


A case of blackwater fever is reported in which the onset 
followed a course of ‘‘Atebrin”. It is therefore suggested that 
blackwater fever is due to a hypersensitivity, not to quinine, 
but to a by-product liberated from the parasites by an anti- 


Although the urine remained black for more than three days 
recovery occurred. treatment employed consisted of 
alkalinization of ae a urine, the administration of sufficient 
fluids by mouth and by the intravenous route to maintain a 
urinary output of an average of 97 ounces per day for the first five 
days, repeated blood transfusions, and the temporary avoidance 
of antimalarial drugs. 

The sternal marrow of this blackwater fever patient is 
described. At the onset of the disease the sternal marrow picture 
was within normal limits, but within three days there was t 
hyperplasia of the marrow affecting the pronormoblasts and the 
more mature cells of the definitive normoblastic series. With 
the cessation of the hemolysis, the marrow picture gradually 
returned to normal. The disappearance of the parasites from 
the peripheral blood in this case of blackwater fever was accom- 

their absence from the sternal marrow. 
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Addendum. 


Since submitting this paper for I have been 
fortunate in having under my care another pe sufferi 
from blackwater fever! P the patient did not re 
this as particularly fortunate. report of the second case is 
ps yen te mo this case the urine was black or very deep 

for six days, and a diuresis of 118 ounces of urine per day was 
maintained for the first twelve days; but it was necessary to 
ve 21 pints of blood to restore the blood count to normal limits. 
tions after these transfusions were minimal. It is obvious 
that the filtration pressure in the kidneys must have been 
maintained within normal limits. Examination of the sternal 


fusions. For the first day the blood of this patient contained 
Plasmodium vivax ; but no Plasmodium falciparum 
organisms were found in the blood films while he was in hospital. 
At no time were parasites found in films of his marrow. Like 
the first patient in this report, this patient had lived in districts 
in which 100% of ae paps contract subtertian malaria, 
and it is extremely 
Plasmodium falci 


Report of a Case. 

B.M., aged thirty years, formerly a woolbuyer and now a 
lieutenant in the Australian army, had enjoyed good health 
and had not been exposed to infection with malaria before 
1941. In that year he had several attacks of fever in Syria; 
but the type of fever was not determined. For the next 
twelve months he was free from fever; but he contracted 
fever again three weeks after arriving at Milne Bay in 
August, 1942. Thenceforth attacks of fever occurred at 
intervals of days or weeks. In December, 1942, he was given 
a course of quinine, “Atebrin” and “Plasmoquine”; but he 
returned to Oro Bay and the attacks of fever recurred as 
before. Apart from this antimalarial course of treatment he 
had taken ten grains of quinine per day from August, 1942, 
until two weeks before his admission to hospital on July 7, 
1943. During this fortnight before his admission to hospital, 
when he took no antimalarial drug, he felt quite well, but 
the day before his admission to hospital he had a typical 
attack of fever consisting of rigor, sweating, headache, 
malaise, pains in the back and limbs, and hyperpyrexia. 


On his admission to hospital he appeared to be in good 
condition; the skin and conjunctive were not pale or icteric, 
examination of the heart, lungs and abdomen revealed no 
abnormality, and his temperature was 103°4° F. Thick blood 
films were examined and found to contain many trophozoites 
and very few gametocytes of Plasmodium vivaz; no Plas- 
modium falciparum parasites were seen. The administration 
of ten-grain doses of quinine bisulphate was then started 
three times a day. After the third dose the urine, which 

ward tests, 


suddenly became black, and the patient’s skin showed a 
slight icteric tinge. Slight tenderness was then present 
over the liver. At no time was the spleen or liver palpable. 

One litre of 5% glucose-saline solution containing 100 
millilitres of a 4% solution of sodium citrate was immediately 
given intravenously. This was followed by 60 grains of 
sodium citrate orally every two hours for three doses until 
the urine became alkaline, and then 60 grains every four 


ly that he escaped infection with the. 


hours for the next week. The fluid intake by mouth was 
increased as far as possible without increasing the nausea 
or vomiting. In addition, transfusions of citrated Mood and 
infusions of 5% glucose in normal saline solution were given 
as shown in Table III. The results of the blood and sternal 
marrow counts are shown in Tables IV and V. For the first 
week of the illness the diet was limited to easily digestible 
foods, but it was not restricted to fluids. 


TABLE IV. 
nie Hamogiobia in 
y rammes 
of Blood. 
| 
1 _ | 2,420,000 
| 2,460,000 
2 _ | 2,130,000 
} 1,780,000 
2,290,000 
| 1,530,000 
4 2'630,000 
~ 2210,000 
5 -- 3,540,000 
| 3,540,000 
6 - | 3,790,000 
3,520,000 
7 3,500,000 
| 3,100,000 
8 3,700,000 
3,830,000 
9 4,300,000 
11-9 4,340,000 
10 11-9 4,350,000 
11 | 4,280,000 
12 12-2 j 4,350,000 
13 4,680,000 
17 12-9 j 4,790,000 
*On the tirst nine days the erythrocytes were counted each 
performed in 
TABLE 
Days of Illness. 
Findings in Bone 
Marrow 
1 | 5 j 9 18 
Neutrophile cells 17-4% | 3-0 19-8 30-8 
Old metamyeloc: 29-6 14°8 7-0 25-2 
oung me’ 10:2 &-2 10-0 
Myelocytes . 1-0 3-4 4-4 2-6 
Premyelocytes 0-6 0-2 0-4 
Eosinophile cells 10% 1-2 0-6 1-2 
phile 0-2 0-2 0-4 
Monocytes .. — 0-2 0-6% 0-2 
Early erythroblasts 132 14-2 2-8 0-4 
Ratio of red to white cells 1:33 | | 1738 


TABLR IIL. 
Fluid Intake and Output for the First Twelve Days in Hospital.’ 
Intake. | Output. 
Citrated Fluid | | | 
Blood, Given Intra- Mouth. | Total Urine. 1 Vomitus. Total. 
venously. 
1 45 33 115 193 104 39 143 
2 45 33 83 161 110 | 10 120 
3 70 33 33 141 102 3 105 
4 70 — 147 217 102 3 105 
5 50 33 132 215 131 3 134 
6 45 70 119 234 98 _ 98 
7 — — 91 91 100 — 100 
~ 46 — 75 120 117 _ 117 
9 25 _ 117 142 122 — 122 
10 151 | 151 200 | 200 
11 84 84 105 105 
Totals first | 
welve ‘ 
days) 305 202 1,266 | 1,863 1,416 58 1,474 
1 Figures are in ounces; 25 ounces of citrated blood were aiso given on the eighteenth day. 
* Number of after the onset of the blackwater fever. 


x 
| 
| | 
j 
marrow again revealed considerable erythroblastic proliferation ; 
| 
| 
| 
t 
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On the day after his admission to hospital thick blood 
films were found to contain a few rings and amcboid 
trophozoites of Plasmodium vivar together with an 
occasional trophozoite of undetermined type. In thin sternal 
marrow films taken at the same time as these blood films 
no parasites were seen. No parasites were found in the 
blood or marrow films after that day. 

For the first week the temperature varied between 98° 
and 103° F. (Figure II), and the patient had profuse 
sweating, the icterus gradually deepened, and he felt weak 
and lethargic. For the first six days the urine was black or 
very deep red in colour, but on the morning of the seventh 
day it was a normal amber colour. The other specimens of 
urine passed on the seventh day were red, but thereafter 
the urine was again amber in colour. 


“105 


Deys from the onset of the iliness 
Fievrs IL 
Temperature chart of the second pun. 
across the chart at the level of 98-4° F. The times and the relative sizes 
of the blood transfusions are indicated by the 


After the first week his general condition improved 

, and the icterus faded by the end of the second week. 
On the fifteenth day he was started on a course of treatment 
with ferrous sulphate, three grains three times a day. By 
the twenty-fifth day the patient was well enough to send on 
convalescent leave. He was ordered to report to the base 
hospital one month later for treatment of the malaria if 
still present. 


THE RECEPTION OF WOUNDED AT AN OPERATING 
SECTION: PROBLEMS OF ORGANIZATION, 
RESUSCITATION AND IMMEDIATE 
DISPOSAL. 


By T. H. ACKLAND, 
Major, Australian Army Medical Corps. 


Art a forward operating station there are often occasions 
when large numbers of wounded arrive together, or at 
least within the space of-a few hours. Special difficulties 
arise at these times, and if there is not foreknowledge of 
what will occur, with consequent preparation of staff and 
equipment, a condition of chaos will result. 

Apart from the important work of restoring the less 
severely wounded to their units in the shortest possible 
time, it must not be forgotten that the function of the 
medical services behind a battle area is largely 
humanitarian, involving the clearing away of men who 
may never fight again. First priority in supplies, equip- 
ment and personnel must always go to the fighting units. 
Thus it is realized that at times the medical services must 
take second place in these matters, and understand why. 
On the other hand, only the highest possible standard can 
satisfy us as an ideal, and it is with this ideal in view 
that these notes have been written. Each situation must 
be assessed upon its own merits, and the degree of com- 
promise which is necessary, if any, is then determined. 


The Scope of Work of One Surgeon. 
It is a matter of great importance to realize that a 
surgeon may pass through his hands in twelve hours not 


more than ten major casualties; these would be patients 
for amputation, laparotomy, craniectomy or ligation of a 
major vessel. If a few less seriously wounded are included, 
the number may be increased to a maximum of fifteen. 

In jungle wounds, such as occurred in the Papuan 
campaign, contamination with the foul swamp mud was 
responsible for the rapid establishment of virulent gas 
infections. When this occurred, within a few hours life 
was menaced, and amputation was the only course. It 
became clear that operative treatment in less than twelve 
hours was essential if these serious infections were to be 
avoided. Thus the use of one surgeon alone, without a 
twelve-hour night relief, came to be strictly limited when 
more than a slow stream of casualties was expected. 

At the height of the Sanananda battle, when 100 
casualties arrived at an operating station within a few 
hours, five surgeons were found to be necessary to avoid 
delay in operating, and a high standard of treatment was 
thus achieved. Scarcely less important are corresponding 
teams of previously trained operating theatre orderiies, 
who must be the very best available. The usual practice 
has been to cull these men from the ranks of casualty 
clearing stations and general hospitals. 


Problem of Rest. 


In some circumstances it may unavoidably happen that 
one surgeon must himself face a large batch of wounded. 
If he believes that more wounded will continue to arrive 
during the next week, his duty will not be to operate con- 
tinuously for twenty-four hours. Should he decide to do 
this, he will be brought to exhaustion and uselessness at 
the end of forty-eight hours. In conditions such as these, 
after eighteen hours one has deliberately stopped work for 
sleep, to prolong one’s period of functioning. But when 
two surgeons are available, twelve-hour shifts may be 
arranged, and the result should be an unlimited period 
of functioning—if the twin curses, malaria and dysentery, 
can be avoided. 

A word may be added concerning the health of the teams. 
In the stench and squalor of a tropical swamp, and 
amongst large numbers of pitifully wounded men, a 
tendency to “let go” insidiously creeps upon one. This 
is likely to affect personal cleanliness, the securing of 
regular washing of clothes, kitchen and messing hygiene, 
and most important of all, antimalarial measures. But 
this tendency must be consciously fought if one is to 
remain as a functioning unit. If the care of the feet alone 
is forgotten, tinea will rapidly bring about disablement. 


Admission and Resuscitation Tents. 


A large space, usually a series of brigaded tents, is 
required near the operating theatres for admission and 
resuscitation. When patients are admitted, the stretchers 
must be supported at a height convenient for examination 
and resuscitation purposes. This may be done in two 
ways: (a) on wooden trestles, two supporting each 
stretcher three feet from the ground; (b) on long log 
supports, running, at a similar height, the whole length 
of the tent in two parallel rows. There is a pathway down 
the centre, and the stretchers should be separated by 
intervals sufficient to give the examining officer access to 
the side of each. Not unnaturally, wooden or iron trestles 
were employed in Libya, and the log structures in the 
Papuan campaign. 

Up to the present time, X-ray units have not been used 
at forward surgical stations in jungle warfare, and there 
can be no doubt that all the essentials of life-saving 
surgery can be performed in their absence. However, 
occasions may arise in the future when they will be used 
by some operating teams. If such is the case, the X-ray 
tent must be close to both the operating theatre and the 
resuscitation areas, for approximately 80% of all casualties 
will require X-ray examination for the detection and 
localization of foreign bodies before operation. At Tobruk 
it was found that in “rush” periods this work demanded 
all the cooperation that a most efficient and energetic X-ray 
staff could give. When three surgeons were working 
simultaneously, it was found that the rate of passage of 
patients through the screening room usually corresponded 
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with the rate of passage through the operating theatres. 
When that was so, patients coming from X-ray examina- 
tion could be taken for operation at once, without being 
taken back to the admission room. At least twelve 
stretcher-bearers were required for the busy periods, and 
smoothness and speed resulted when an “O.C. bearers” was 
appointed. It was often convenient to ask a padre to act 
in this capacity. 


Difficulties. 


The officer in charge of the admission room has an 
exceedingly important and difficult duty when many 
casualties are brought in together. This, rather than 
operating, is the task for the most experienced surgeon 
available. The surgeon or surgeons in the operating 
theatre tents should never need to leave their posts to 
question whether this or that casualty is now ready for 
operation or not. Dogmatism in the matter is not easy, 
but is demanded, and the situation may best be described 
by the statement that two equally good surgeons would 
frequently disagree. One might judge a casualty to be 
sufficiently resuscitated for operation, and the other might 
think a further pint of blood and another half-hour’s delay 
to be indicated. The decision as to when a patient has 
reached his highest peak of recovery must always be a 
matter of individual opinion, and no figures may be laid 
down. One patient may be resuscitated to the degree of 
having a pulse rate of 100 per minute, but another’s pulse 
rate may improve only to 140. Certian it is that the 
optimum recovery state does not long persist, and pro- 
gressive deterioration soon occurs. 

This maximum degree of improvement may appear quite 
insufficient for the operative procedure which is to be 
undertaken, and the temptation to wait will be strong. 
Nevertheless, by careful judgement, the degree of 
improvement must be recognized as having been reached, 
and be seized upon, and operation must then be performed 
at once. A typical case in which these exacting circum- 
stances arise is one in which a badly shattered limb 
requires amputation through the thigh. 

Thus the first step must be the selection of the very 
badly wounded who urgently need blood transfusion, 
warmth and morphine for the treatment of shock and 
hemorrhage. All these are best placed together in one 
group. Even in hot climates such men are cold and 
clammy, and a heated atmosphere will usually be desirable. 
This can well be achieved by screening off a corner of 
the resuscitation area with blankets placed over a wooden 
framework and heating the interior with kerosene burners. 
However, in the Buna area, where the whole atmosphere 
corresponded with such an enclosure, this was judged to 
be unnecessary, and hot-water bottles alone were used. 

The importance of a complete examination of the body 
cannot be over-emphasized. When one’s attention is 
attracted by some obvious wound, such injuries as nerve 
or arterial lesions elsewhere, or a hemothorax, may readily 
be overlooked. This is especially true when these lesions 
are associated with only small shrapnel punctures in the 
skin. 

Strong, sharp scissors attached to one’s belt by cord are 
invaluable for cutting off clothes and field dressings. 

Several orderlies should be appointed to the duty of 
collecting clothing, and this, together with other valuables, 
is best placed in a labelled sack and taken at once to a 
store tent. In this way the scattering of personal 
belongings in the operating theatre tents is avoided and 
there is less likelihood of loss. 

Tourniquet-release shock is a real danger, and such 
serious collapse may occur that unnecessary release must 
be avoided at all costs. 

All these patients crave for water; but it must be with- 
held, or at least only the smallest sips must be allowed, 
for it inevitably causes vomiting, which increases shock. 
If fluid is required, it will be given intravenously. 


Operation Priority. 
When a group of casualties has been examined, they 
must be classified in their order for operation, and this 
information given to the “O.C. bearers”. On one occasion, 


when a large hall was used for admission and resuscita- 
tion, it was convenient always to carry chalk, and to 
indicate priority by a number marked on the floor opposite 
each stretcher. Further a mark “X” indicated that a 
“carry” to the X-ray department was first required. 

When operation priority for thirty or forty casualties 
has been decided, not infrequently a further group will 
arrive. Such a situation taxes the judgement of the 
admission room officer to the utmost. A complete 
reclassification of all waiting patients must be made, and 
the urgency of the first admissions must be reassessed in 
the light of the later arrivals. Atropine must be given at 
the appropriate time before operation in the case of those 
who are to have ether anesthesia. Many of the men will 
have had 0-5 grain of morphine followed by 0-25 grain, so 
that it is important to have a supply of tablets containing 
atropine alone. 

Blood Transfusion. 

A severely shocked patient has nearly always had a 
profuse hemorrhage as well. This is true of war wounds 
at least, and whole blood, not serum, should always be 
given in such a case if it can possibly be obtained. 

In the Papuan campaign the risk of transmitting malaria 
in this way was real; but it was freely accepted when 
patients were dangerously exsanguinated. If the result is 
a live patient with malaria, it is to be noted that an 
infection transmitted in this way is seldom difficult to 
cure. Experience has not led one to believe that serum 
can ever be regarded as a substitute for whole blood. 
Furthermore, one has repeatedly noticed a custom of giving 
some small amount of serum, such as 500 cubic centimetres 
or less. Why some bottles should contain dried plasma 
to make only 250 cubic centimetres is obscure. This tends 
to the dangerous result that such a quantity is regarded as 
“a dose”. Clearly, if serum is to be used, one must give 
as much as one would of blood, often one and a half litres. 


Decisions Concerning Special Wounds and Pre-Operative 
Management. 

Great thoroughness in the first examination of the 
patient is essential. The smallest entry wounds on the 
chest or abdomen, which at first sight appear superficial 
and insignificant, may be associated with severe visceral 
damage. This is especially true in the case of bomb, shell 
and mortar splinters. 


Chest Wounds. 

If chest wounds are large enough to cause “sucking”,, 
they will probably have been satisfactorily sutured at a 
regimental aid post. If not, they should be sutured at 
once, interrupted silkworm gut sutures being used and 
inserted in such a manner that their “bite” is wide and 
deep enough to extend to the muscle layer. It should be 
noted that a wound which is not “sucking” when the 
patient is in one position may do so when he is moved 
to another. Furthermore, loss of blood through a small 
chest wound may in itself be serious and, apart from 
“sucking”, is an indication for suture. During transporta- 
tion to the operating station on rough native-made 
stretchers, these patients could rarely be kept in the sitting 
position or even partly so. Therefore they often arrived 
in poor condition and greatly distressed. The placing of 
these patients into an upright position is a matter of great 
urgency. Difficulty was at first experienced in achieving 
this with the use of folded blankets, for not only are about. 
a dozen blankets required, but they rapidly slide out of 
position. This problem was finally solved by having 
natives construct an upright backrest on American 
Stokes’s litters. It consisted of blankets stretched over a 
wooden framework, which was lashed to the body of the 
litter. This was most satisfactory, and incidentally the 
litter itself was comfortable and very convenient for air 
transport. A backrest for such patients has since been 
devised by Colonel Littlejohn, consulting surgeon, and is 
being fitted to Stokes’s litters. 


Abdominal Wounds. 


Perforation of the intestine is usually made manifest by 
generalized tenderness and pronounced rigidity of the 
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abdomen. An extensive hemoperitoneum is nearly always 
present. Most of these casualties require blood transfusion 
and are ready for operation one hour after their arrival. 
It is wise not to remove the cannula, but to continue giving 
saline solution, which will be needed for at least forty- 
eight hours. 

The following four difficulties in diagnosis frequently 


1. A penetrating or perforating wound over the right 
lower ribs is present. Is there a wound of the liver alone, 
calling for conservative treatment, or is the right colic 
flexure or stomach or duodenum wounded as_ well, 
demanding early laparotomy? If generalized abdominal 
rigidity is present, the decision is easily made. The 
abdomen must be opened. If, on the other hand, the left 
and lower quadrants of the abdomen are lax, the position 
is that a colonic wound may still be present with little 
bleeding and perhaps as yet no outpouring of fecal con- 
tents. But equally well a liver wound only may be present. 
Next should follow a careful study of the direction of the 
=o if the wound is a perforating one. If any doubt 

, or if the wound is a penetrating one so 
stentnn that colonic injury is possible, the wise course is 
to perform a laparotomy by means of a Kocher’s incision 
extending well into the loin. 


2. A wound of the loin may have caused an extra- 
peritoneal wound of the colon. Whereas on the one hand 
the prognosis is excellent if the case is dealt with early 
and adequate drainage is provided, on the other hand the 
prognosis is grave if the lesion is missed. Therefore in 
ali cases of doubt, careful exploration should be carried out. 


3. A tangential wound of the abdominal wall may have 
just penetrated the peritoneal cavity. This will in any 
case require full exposure at operation. 


4. Wounds of the buttock and pelvis may be present. 
The decision may be extremely difficult in such cases. Coils 
of small intestine deep in the true pelvis may be perforated, 
and the abdominal wall may nevertheless be lax. In all 
cases of doubt, the abdomen must be opened; but usually 
some degree of lower abdominal tenderness and rigidity 
will be found. 


Head Wounds. 


In order that valuable time may not be wasted, the 
admission room officer must be able to select for operation 
only those casualties with head wounds who are likely to 
benefit by operation. Complete unconsciousness associated 
with a penetrating or perforating wound of the skull may 
be taken as indicating that the outcome will be fatal. 
Thus, in “rush” periods, only conscious or partly conscious 
head wound casualties should be sent to the operating 
theatres. In this way these cases are remarkably dis- 
similar to civil injuries, in which unconsciousness from 
concussion, irritation or compression may be present and 
recovery may occur after appropriate treatment. The size 
and even the situation of the cortical wound have not 
appeared to me to have determined death or recovery. 
In many cases in which dural penetration has occurred, 
but the brain injury was only superficial, post-mortem 
examination has failed to disclose an obvious cause of 
death. One had suspected that widespread destruction 


. and hemorrhage would be found, but these were not 


present. Rand and de Courville have found that uncon- 
sciousness and a fatal outcome were to be correlated with 
microscopic hemorrhages in the walls of the third and 
fourth ventricles, with resulting edema around important 
nuclei. Although this may not be the true explanation, 
the fact emerges that the presence or absence of 
consciousness is the only reliable guide to prognosis in the 
admission room. 

Blood transfusion for head injury casualties is seldom 
required, and almost always, if the patient is suitable for 
operation, a strong and steady pulse is present. It is 
usually preferable to leave all shaving and preparation of 
the scalp to the surgeon or his assistant in the operating 
theatre. Morphine is best avoided or at least administered 


sparingly. 


Buttock Wounds. 

Wounds of the buttock deserve special comment, in view 
of the great variety of damage which may be associated 
with them. It is of particular importance to realize that 
the small intestine is related to the buttocks. No wounds 
are so difficult as these for the newcomer to war surgery 
if an accurate diagnosis is to be made. The following 
injuries are seen: (i) perforations of small intestine, either 
with or without damage to the rectum or sigmoid colon; 
(ii) wounding of the bladder intraperitoneally or extra- 
peritoneally; (iii) wounding of the rectum; blood is found 
on the examining finger; (iv) rupture of the urethra, intra- 
pelvic or extrapelvic; (v) fracture of the neck of the 
femur; (vi) sciatic nerve lesion; (vii) cauda equina 
lesion. Even when the buttock wound involves only gluteal 
muscles, it is by no means trivial, for early and Lold 
excision is required to avoid sepsis, which is prone to be 
particularly severe in the depths of this region. 


Limb Wounds. 


It is unbelievably common to find that tourniquets are 
not functioning, especially those around the thigh. All 
the strength of strong arms is required to control the 
femoral artery by means of a Samway tourniquet. This 
appears to be rarely understood. After having seen a 
great many of these casualties admitted to operating 
stations, I am still able to say that I have yet to see a 
femoral artery adequately controlled on the patient’s 
arrival. This must mean that many lives have been 
unnecessarily lost. 

A typical example of a limb wound is the badly shattered 
knee and leg, possibly requiring amputation. Any of 
several possible courses of action may be required of the 
admission room surgeon. (a) The femoral or other large 
vessels may be visible and spurting. Artery forceps or 
even a temporary ligature should be applied. The 
tourniquet may then be removed and the patient 
resuscitated, by blood transfusion if necessary, before 
operation. (bd) Hemorrhage may be occurring from the 
depths of a wound. An Esmarch tourniquet should be 
applied above the Samway tubing, which has probably 
been merely obstructing the venous return. This is easy 
to apply and is absolutely positive. The Samway 
tourniquet is then removed. If it should be removed before 
the application of the Esmarch bandage, dangerous and 
unnecessary tourniquet release shock will occur. The 
patient is then resuscitated. One’s aim should be to bring 
this casualty to operation without further release of the 
tourniquet, preferably in one-half to three-quarters of an 
hour. (c) If the case should be one in which the leg may 
be saved (for example, a wound of the lower femoral or 
tibial arteries), the tourniquet must be removed for a few 
minutes after half an hour, when it is clear that 
resuscitation for this patient will require an hour or more. 
(d@) Hemorrhage may have ceased, but it may nevertheless 
be clear that the femoral artery is not being controlled. 
This is a common finding—presumably inasmuch as many 
of the casualties in groups (a) and (b) have died before 
the operation station has been reached. The tourniquet 
obstructing venous return should be removed, an Esmarch 
bandage placed on the stretcher ready for immediate 
application, and resuscitation begun. This patient must 
be watched particularly carefully, for the rising blood 
pressure is likely to cause a renewal of hemorrhage. 

A tense swelling is usually present to indicate an arterial 
lesion, and in some cases only slight external hemorrhage 
may have occurred, so closely have the edges of the slit-like 
fascial wound pressed together. 

Wounds of the Popliteal Artery.—If the popliteal artery, 
exposed at operation, requires ligation, there is a 99% 
chance that gangrene of the leg will follow, and lives have 
been lost by amputation later, when the patient is fre- 
quently desperately ill. Therefore, there is much to be 
said for immediate amputation in these cases. There 
appears, however, to be an exceptional circumstance. On 
two occasions when I have been on admission room duty, 
I have deliberately refrained from sending the patient with a 
popliteal artery lesion to the operating theatre for ligation 
or amputation. On both these occasions the leg was saved, 
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in one instance with gangrene of three toes. Both were 
eases of penetrating gunshot wound with a small wound 
of entrance from which blood had ceased to escape, and 
there was no large hematoma in.the popliteal fossa. The 
limb was carefully placed at rest in a Thomas splint, with 
the toes well wrapped in cotton wool, and a tourniquet 
was placed on the stretcher ready for immediate use. It 
would appear that, unless the favourable outcome in these 
two cases was a matter of chance, the avoidance of the 
operation of deliberate ligation will sometimes allow the 
frail collateral circulation to persist and to nourish the 
limb successfully. 

Arm Wounds.—An injury of the brachial artery may 
easily be overlooked. The presence of the radial pulse is 
no evidence that the artery is intact, for a small rent may 
have become covered with clot, or the collateral circulation 
may already be established. In such cases, however, com- 
parison with the opposite side will reveal a decided 
difference in the strengths of the two pulsations. Nerve 
lesions are often associated with these wounds and may 
usually be diagnosed accurately. These findings should be 
recorded on the patient’s field medical card before he is 
taken to the operating theatre. 


Reports 8 of | Cases. 


ACUTE IODISM FOLLOWING LIPIODOL 
BRONCHOGRAPHY. 


By Bruce WHITE AND C. G. BaYLiss, 


From the Pulmonary Unit, Royal North Shore 
Hospital of Sydney. 


We wish to report the following case mainly as a warning 
to others who make use of lipiodol instillation into the 
bronchial tree. Many injections of lipiodol are associated 
with mild and perhaps unpleasant symptoms, such as 
excessive coughing, nasal and conjunctival irritation et 
cetera—no doubt an expression of mild iodism; but in our 
case the symptoms were most alarming and a fatal issue 
seemed likely. 

Clinical Record. 


R.C., a female patient, married, aged thirty-two years, 
was admitted to the Royal North Shore Hospital on 
December 25, 1942, because of hemoptysis. She stated that 
she had had a moist cough since an attack of pneumonia 
complicated by empyema four years previously. It is note- 
worthy that during her convalescence from that illness she 
had had a bronchographic examination with no ill effects. 
Despite the cough, she had otherwise enjoyed good health, 
and the sole reason for her admission to hospital on 
Christmas Day was the hemoptysis, which amounted to a 
loss of approximately ten ounces of blood. 

After her admission to hospital, no further hemorrhage 
occurred. She was kept at rest in bed. Examination after 
several days revealed that the patient was a well-nourished 
woman. No clubbing of the fingers was noted. She had a 
loose cough, and moist rales and rhonchi were heard in the 
bases of both lungs, more especially on the left side. A 
scar from the empyema operation was noted on the left side 
of her chest. After fifteen days in hospital, as no further 
hemoptysis had occurred, and as a plain revealed 
only a diffuse haziness in the lower zone of the left lung, it 
was decided to introduce lipiodol for study of the bronchial 
tree. This was done on January 9, 1943, when approximately 
fifteen cubic centimetres of lipiodol were introduced by the 
crico-thyreoid route, after injection of a 1% solution of 
“Planocaine” for anesthesia. A skiagram taken immediately 
afterwards revealed a moderate degree of cylindrical 
bronchiectasis in the lower lobe of the left lung. 

The patient had the usual discomfort at the time and 
shortly afterwards, but appeared to be not unduly disturbed 
until about twenty-four hours later, when she complained of 
increasing soreness in her neck and throat and a sense of 
constriction. This rapidly developed into a condition of 
extreme dysphagia and dysphonia, and within a few hours it 
was apparent that she had developed edema of the glottis; 
cedema of the tongue and face also followed, with urticarial 
swellings which gradually appeared over the whole of her 
body. In addition. dyspnea became more and more 
pronounced. 


Within two days of the lipiodol instillation she had become 
gravely ill; her temperature had risen from normal to 
102° F., and her pulse rate from 80 to 120 beats per minute; 
by the fifth day the pulse rate varied from 130 to 160 per 
minute, with fever not unduly high. The respiratory rate 
was increased and her general condition continued to be 
that of a critically ill woman. In many places, particularly 
the most dependent parts of the skin as she lay propped up 
in bed, the urticarial rash had assumed a bullous character 
and many vesicles were hemorrhagic. Petechial hemor- 
rhages were also numerous, especially on the thighs and 
near the elbows. Her face remained cdematous, her neck, 
lips and tongue swollen, and swallowing, phonation and 
breathing continued to be difficult. About the seventh day 
after the lipiodol instillation a localized swelling discharged 
pus at the site of the neck puncture, and soon resolved. 

At the end of a week, there appeared to be slight improve- 
ment in the skin condition, with less edema of her face; 
but as respiratory symptoms were now more in evidence 
and physical examination suggested some consolidation of 
the base of the right lung, she was given sulphadiazine. By 
the end of the fourteenth day her temperature and pulse 
rates were normal and the skin condition had resolved. 
Convalescence was uneventful during the next fortnig”t, 
after which she left hospital. 

The treatment administered to the patient consisted of 
injections of adrenaline, sodium thiosulphate and over three 
pints of saline solution given intravenously, as well -as 
sedatives and other symptomatic medication. As has been 
previously indicated, she also received sulphadiazine when 
the signs of pneumonia became apparent. 


Discussion. 


Investigation of the literature reveals records of very few 

cases to the one described. 

In 1934, Scadding™ reported two cases which had just 
occurred at the Brompton Hospital, the first after 2,900 
examinations. Similar cases had previously been reported by 
O’Donovan,” Firth® and Carmichael (two cases). Since 
1934, we have been able to find reports of only two cases 
(Robinson™ and Goldstein). 

From inquiries made at this and other hospitals, 
similar case has previously occurred in Sydney following 
lipiodol bronchography. One of our radiological colleagues 
has made 2,000 lipiodol examinations of the bronchial tree 
with no untoward results. 

It is interesting to observe that the clinical picture in all 
the cases described is almost identical. The edema of face, 
mouth and glottis and the skin eruptions, particularly the 
vesicular and hemorrhagic state, are common to all. More- 
over, as in our case, the general condition of the patients 
has been most grave and alarming. Several cases were 
fatal, and those patients who survived appeared to have been 
critically ill. 

A short time before our patient suffered this illness we 
had discussed the possibility of such an event, and without 
checking the literature, had expressed the view that such 
happenings were possibly mythical. To be faced with the 
actual event a few weeks later was therefore rather 
salutary. 

At a staff meeting at the hospital, it was suggested and 
generally agreed that the symptoms were undoubtedly due 
to an idiosyncrasy of the patient to iodine, as has been 
assumed in all previous cases. There would seem to be 
little doubt that iodine and not the other component of 
lipiodol, namely, poppy-seed oil, nor the local anzsthetic 
agent, was responsible, as Snell and Savin™ have reported 
an identical case following the administration of only 25 
grains of potassium iodide by the mouth. A point of interest, 
however, is that our patient had had lipiodol administered 
at another hospital four years previously without undue dis- 
turbance. Moreover, after her recovery, she was given 
several iodine skin tests without any reaction whatsoever. 
In one case reported by Scadding™ the patient also had had 
a previous bronchogram without ill effect. 

We have in all subsequent lipiodol examinations given 
patients two days’ iodine medication by mouth before the 
examination, but we cannot state as yet whether this is at 
all helpful. Robinson™ states that “it is unfortunate that 
there is no method of determining iodine idiosyncrasy before 
lipiodol examination”’. 

It was also suggested that the symptoms of iodism might 
be obviated by instructing the patient not to swallow any 
of the sputum at the time of the examination and 
afterwards. It has been shown, however, that 


great as from the gastro-intestinal tract (Sicard 
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Forestier). Furthermore, reported that in his 
two cases no lipiodol was observed in the stomach. 

It would appear, therefore, that we have no means of 
lling or forestalling the possibility of such an event. 
ite this, the use of bronchograms in suitable cases is 

teo valuable to be discarded just because of the rare pos- 
sibility of an acute iodine reaction. Nevertheless, as this 
risk does appear to exist, remote as it may be, we feel that 
a bronchogram should be ordered with due sense of respon- 
sibility, and only in cases in which added information may 
reasonably be expected to be obtained from the procedure. 

It is difficult to assess the value of the methods of treat- 

ment advised and adopted in this case. On theoretical 
grounds Scadding recommended the use of hypertonic saline 
solution intraverously. Our patient was given large 
quantities of saline solution. It is possible that the injections 
of sodium thiosulphate may have been of some value. 


Summary and Conclusion. 


1. A case associated with grave toxic symptoms and signs 
following lipiodol bronchography is reported. It is assumed 
that these were due to an idiosyncrasy to iodine in the 
preparation. 

2. Alarming symptoms, including a severe urticario- 
vesicular-hemorrhagic rash, with edema of the face and 
glottis, have been common in the few cases reported. 


3. It would appear that there is no means at present 
available to indicate the possibility of such an occurrence; 
but in view of its rarity and the great value of bronchogram 
studies, lipiodol instillation into the bronchial tree should 
still be employed in suitable cases. 
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Reviews. 


A TRIO OF DIET BOOKLETS. 


Viotet PurmMeER’s 62-page, low-priced, paper-back “Food 
Values in Wartime” is an excellent booklet of concentrated 
facts about foods and vitamins." She suggests “square 
meals” made up of four sections: bread (carbohydrate foods, 
for example, cereals et cetera); butter (fats); flesh (protein 
foods); salads (fruits, vegetables and greens). All meals to 
be constructed of wholesome or whole foods as distinct 
from unwhole foods which she describes as “poor maimed 
foods from which only weakly bodies can be produced” (for 
example, polished rice, devitaminized bread et cetera). She 
prefers to give honour where honour is due by calling the 
“Cslo breakfast” of uncooked whole foods the “Glossop 
lunch” originally introduced by Dr. Milligan, Medical Officer 
of Health for Glossop (England). She stresses that “breast 
feeding is no safe road to infant welfare unless the mother 
is properly fed”. A splendid historical chapter is entitled 
“Changes in Food, 1740-1940", ranging from the “peasant” 
diets to modern “improved” diets. Students and graduates 
could read this booklet to advantage. 


*“Food Values in Wartime”, Violet G. Plimmer; Second 
Revised Edition; 1942. London, New York, Toronto: acngmans, 
Green and Coney Sydney: Angus and Robertson Limited. 
74” x 44”, pp. 62. Price: 1s. 104. 


A companion booklet, “Cookery under Rations” (65 pages 
kitchen recipes), by M. Pearson and M. M. Mitchell, will 
a help to the housewife during wartime 

Rudolph Keller’s “New Aspects of Cheap Food” contains a 
table of foods in alphabetic order showing in a single figure 
the comparative value in nutritive units of potato.’ Keller 
advocates the low salt and high potassium diet—followers 
of which are Stalin (and his mother), Hitler, Salazar and 
other European “public” men. He prefers cooking of 
vegetables in fats (eaten) instead of in water (which with 
rich minerals is thrown down the sink). He (like Violet 
Plimmer) stresses the value of soya bean—‘“the discovery 
of Soya Bean by the English public will mark a new epoch 
comparable to [sic] that of the discovery of white flour or 
of the potato”—and praises the progressive Royal Air Force 
for its foresight in acquiring large quantities of soya bean 
and using this “typical high-power protein food” in its diet. 
He praises English diet. He deplores the fact that he is not 
as well known in England as he is on the Continent, because 
England has no university chairs of cytology, of histology or 
of biophysics. He accuses England of having an insular 
mentality and of not appreciating foreign literature. He 
thinks the standard of nutritional science in Great Britain 
is not on the same level as other departments of science 
there, and “this undoubted fact influences the army diet as 
the British despite the insufficient number of biochemists 
in the country do not wish to accept the services of .bio- 
chemists of foreign citizenship even when the latter are 
anti-Nazi by birth or by choice”. This tinge of bitterness is 
forgotten in the interesting end chapter for scientists only: 
“Salt and Potassium.” “Like all higher animals and plants, 
land and marine”, he says, “Adult Man is a potassium animal 
from six months after birth.” 


THE JAPANESE ENEMY. 


Ir any optimists still exist who believe that the defeat of 
the Japanese will be quick and easy, they will do well to 
read Mr. Joseph C. Grew’s “Report from Tokyo”.? Mr. Grew, 
who was United States ambassador to Japan from 1932 to 
1941, has put together this message to the American people 
since his return from Japan in August, 1942. At that time 
he was fresh from virtual imprisonment in that country, in 
spite of his diplomatic status, and for many anxious months 
he did not know whether he, with others in the same position, 
would be allowed to return home. He knows the good as 
well as the bad in the Japanese character, and he does not 
fail to point out that when peace comes Japan must be 
helped to rehabilitate herself. He is an ardent believer in 
the “good neighbour” policy. But Mr. Grew found, on his 
return to the United States, a dangerous underestimation of 
the hold that militarism had obtained on the Japanese 
people. We are accustomed to hear them described as 
fanatics, and if we are to judge by the way death on the 
battlefield is glorified even to young school children, the 
estimate is not far wrong. Mr. Grew lays particular 
emphasis on the way in which the military caste has gained 
control over every aspect of the national life, so that every 
activity, private and public, is directed to the feeding of 
the enormous war machine that has operated with so much 
efficiency in this conflict. In his opinion the “China incident”, 
far from weakening this war machine, has strengthened it, 
by providing invaluable training and first-hand experience, 
and by teaching the Japanese forces lessons that they would 
have had to learn in the present war. As it was, they had 
learnt these lessons already. Mr. Grew believes that it is 
a most dangerous mistake to think that the Japanese will 
give in when they see that the end looks hopeless; the only 
way to make them cease fighting will be to conquer them by 
force of arms. The book was timed to appear on December 
7, 1942, the anniversary of the Japanese attack on Pearl 
Harbour, and certainly much water has flowed under the 
bridge since then. We in Australia find it difficult to escape 
a vague feeling that the worst is over; but we would do 
pence ta heed the warning that Mr. Grew is so well qualified 
to give. 


*“Cookery under Rations”, by M. Pearson and M. M. Mitchell; 
Fourth Impression; 1942. London, New York, Toronto: 
Longmans, Green and Company ; Sydney : and 
Robertson Limited. 74” x 43”, pp. 65. Price: 1s. 1 

2“New Aspects of Cheap Food”, by Rudolph Keller, "4 
1943. London: Research Books Limited in association 
William (Medical Books) Limited. 73” x 49”, = 
52, with one table. Sopa ls. 6d. net. 

. Grew; y 
Robertson Limited. 2” x 73”, pp. 80. Price: 3s. 64. 
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All articles submitted for publication in this journal should 
be typed with doubie or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, full 
date (month, day and year), number of the first page of the 
article. If a reference is made to an abstract of a paper, the 
name of the original journal, together with that of the 
journal in which the abstract has appeared, should be given 
with full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seck 
the advice of the Editor. 


A SCHEME FROM NEW ZEALAND FOR A 
NATIONAL HEALTH SERVICE. 


From time to time information has been published in 
these pages on schemes for the future of medical practice 
that have been developed in different parts of the world. 


_ Apart from schemes elaborated in Australia, those men- 


tioned have included the reports of the Medical Planning 
Commission and Medical Planning Research in Great 
Britain; and the attitude of the Canadian Medical Associa- 
tion to health insurance has been explained at some length 
on information taken from the Canadian Medical Associa- 
tion Journal. Medical practice in New Zealand is conducted 
in certain respects in accordance with the Social Security 
Act, introduced into the Dominion in 1941. From New 
Zealand there has recently come a brochure entitled “A 
National Health Service”, which has been issued by the 
Medical Study Group, comprising Alice Bush, Howard 
Gaudin, J. McMurray Cole, Selwyn Morris, E. F. Fowler. 
Bruce Mackenzie, Elizabeth Hughes and Douglas Robb. It 
will be recalled that Douglas Robb’s worthwhile book, 
“Medicine and Health in New Zealand”, was discussed in 
these columns in the issue of February 8, 1941. Though 
the scheme advocated by this Medical Study Group does not 
differ widely from some of the other schemes that have 
been suggested, Australian practitioners should be 
acquainted with its outline and particular en:phasis should 
be laid on some of the general statements which will 
apply to any scheme. 

The authors of this brochure have taken as their slogan 
“the welfare of the people and the progress of medicine”. 
They insist that the needs of the people, considered 
individually and as a group, are paramount. According 
to this need they have constructed their scheme, but they 
also insist that the art and science of medicine shall make 
healthy progress in the service of the people. Their 
scheme is built on the home doctor or general practitioner 
service which is the first line of defence of the patient 
confronted with illness in himself or his family. The 
patient has six requirements that he will demand of his 
home doctor. The doctor should be the doctor of the 


patient’s own choice. In case of emergency the doctor’s 
services should be available at any hour. The place and 
time of examination should be convenient and satisfactory 
to the patient—inter alia complete privacy should be pos- 
sible—and the doctor should come to the patient’s home 
when necessary. The standard of advice and skill should 
be the same for all patients, regardless of their social 
status or income. Consultation with other doctors or 
specialists should be possible and should be arranged with- 
out hesitation by the home doctor. The patient should 
be sent without hesitation to hospital when institutional 
treatment is needed, and after-treatment should be con- 
tinued by the home doctor after the patient’s discharge 
from hospital. With these requirements everyone will 
agree. On account of the increasing failure of the single- 
handed doctor, because of present-day conditions, to meet 
these requirements, the possibilities of group practice have 
been explored and embraced as a solution. The subject 
of group practice and of medical centres has been discussed 
so often in these pages that further reference to them at 
present is not necessary. It should, however, be pointed 
out that stress is laid on what are described as two 
important additions to general practice at medical centres, 
both concerned with the preventive aspect of medicine 
and both likely to increase in importance as time goes on. 
The first concerns the welfare of infants, toddlers and 
school children. For the more effective coordination of 
services to these children and to children attending 
secondary schools, it is thought that doctors attached to 
health departments might be attached to the staffs of 
centres, and “participate in the general medical work 
going on there”. This is an interesting idea. We generally 
hear it stated that medical practitioners in private practice 
do not pay sufficient attention to preventive medicine. On 
general principles the conclusion is justified that if 
departmental medical officers had even a superficial first- 
hand knowledge of the kind of work that would be carried 
out at a medical centre of group practice, they would be 
more useful in their own spheres and would show more 
understanding in their general handling of medical 
problems. The second addition suggested concerns the 
education of the péople in health matters. This, it is 
thought, should be done individually by doctors and nurses 
in their daily work and also by set programmes of radio 
talks, bulletins and demonstrations to children and adults. 
After a discussion on the establishment of a close working 
relationship between group centres and hospitals, reference 
is made to specialists, their training, availability and so 
on. It is held that consultant specialists of the highest 
rank should be at least equal in status to those “whose 
interest and ability lead them to undertake administration 
or organization”. 

A national service whose benefits would be freely avail- 
able to everyone, has been forced upon the compilers of 
this statement as the best solution of present probiems, 
“in spite of its obvious dangers and difficulties”. Such 
a service would in their opinion control and coordinate 
the activities of health departments, hospitals and private 
medical practice. They have tried to extract the good 
points of the present “laissez-faire order” and “to use them 
in an organized scheme and to produce a workable plan 
for the future”. They think that payment of doctors on 
a salaried, or largely salaried, basis is necessary. The 
three reasons for this are, first, that all workers are human 
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beings and have roughly similar needs, secondly, that a 
salaried basis allows greater freedom to the individual 
worker as to choice of a job, and thirdly, that it. is 
necessary to make sure that all localities and all branches 
of work receive attention. In regard to the first two of 
these reasons, at least, there is room for much divergence 
of opinion. There will, however, be agreement that within 
sach a scheme the standards of work and equipment and 
the cenditions of service must from the outset be of the 
highest. This, of course, would be true of any scheme 


of medical service. It will also be agreed that the only | 


possible people to whom the planning and initiation of 


such a service could be entrusted would be those who | 


were wholeheartedly anxious for it to succeed. There is 
further no doubt that “freedom of thought and expression 
for those giving service is a fundamental necessity in the 
public interest”. “Most of the benefits that medicine 
has bestowed on mankind have come through such 
freedom. . . .” Whether complete freedom of thought 
and expression would be possible in any salaried medical 
service is doubtful; the degree of freedom attainable would 
depend on the tolerance and understanding of the head of 
the service. In a medical service “personal relationships 
and scientific principles must always be more important 
than routine and administration”. Our authors hold that 
experts once chosen to run the service should be trusted 
and given a chance to do their work. At the same time 
they admit that final authority must lie with the Govern- 
ment. The service visualized by them would be controlled 
by Regional Health Boards answerable to a National 
Health Council. They would make the Minister of Health 
president of the latter body. The Director-General of 
Health, a medical man, would serve as full-time executive 
head of the Council and preside in the absence of the 
Minister. The personnel of the National Health Council 
which they would set up for New Zealand would com- 
prise: (a) six members appointed by the six Regional 
Health Boards (lay men or medical men, according to 
the wishes of the boards); (b) four medical men, elected 
by ballot by all the doctors in the service; (c) one nurse, 
elected by ballot by the nurses in the service; (d) one 
representative of the Faculty of Medicine of the University. 
In a service such as is thought advisable by our New 
Zealand authors, a central council planned as they suggest 
‘would be acceptable if the Regional Health Boards were 
to be satisfactorily constituted. Their ideas, however, are 
in this regard entirely unacceptable. A Regional Health 
Board, they think, should consist of nine persons. Five 
ef these would be laymen chosen as members by direct 
election. Four seats would be given to the “technical 


“side”. The technical side would be chosen by ballot from 


the medical men working in the area, by ballot from 
nurses working in the area (they would have one repre- 
sentative), and one member would be nominated by the 
Faculty of Medicine of the University of New Zealand. 
In this way the medical practitioners would have two 
direct representatives in a Council of nine persons. The 
absurdity of such an allocation is clear when we read the 
functions of the proposed Kegional Health Boards. They 
would control and coordinate: (a) all the hospitals and 


 polyclinics, and therefore all the specialists, participating 


in the National Service within the region; (0b) all medical 
centres in the region, and therefore all the home doctors, 
nurses, and other workers belonging to them; (c) the 


work of the “social” or “environmental” doctors of the 
region—these are the medical officers of health at present 
belonging to the Department of Health. This means that 
a board comprised chiefly of laymen would be in direct 
control of matters of which they had, and could have, no 
knowledge. Since they would be in the majority they 
would be likely to choose a layman as their representative 
to the central body, which in turn might have a lay 
majority. It looks as if the members of the Medical Study 
Group, in their eagerness to serve the “paramount” needs 
of the community, have allowed their enthusiasm to warp 
their judgement. An arrangement for control such as 
they suggest would be a disservice to the very persons 
whose interests they regard, and rightly regard, so highly. 

With the financial side of the scheme we need not 
concern ourselves, for the suggestions are based on the 
contributions made under the provisions of the New 
Zealand Social Security Act. It must suffice to point out 
that the remuneration of the practitioner would be made 
up of three portions: (a) a basic salary with increases 
for special qualifications and length of service; (b) a 
capitation fee depending on the number of patients on his 
list; (c) fees for special clinics or other work such as 
contributions to journals, special reports and so on. 

One aspect of this brochure remains to be mentioned, 
and with this we are in hearty agreement—the whole 
document, it will be seen, is rather like the curate’s egg. 
A plea is made for interest and activity, and the best 
method to achieve this is stated to be free discussion in 
groups, both lay and professional, of all matters con- 
cerned. It is partly because of this contention that so 
much space has been given to the discussion of the booklet. 
The chapter in which this discussion in groups is men- 
tioned is appropriately headed “It’s Up to Us”. We read 
in another chapter that the practice of mystery-mongering 
is no longer compatible with the temper and spirit of 
modern democratic countries. On matters of health there 
should be full and free discussion between those who know 
and those for whom medical service is intended. The 
same kind of statements have been made at the meetings 
of the Federal Council of the British Medical Association 
in Australia, and it has been determined that the people 
of the Commonwealth should have put before them the pros 
and cons of various kinds of service and they should be 
asked to express an opinion on the type of service that 
they desire to have. The Federal Council could not very 
well do this before its own ideas were crystallized in the 
form of a policy. The time for the Federal Council’s ideas 
on consultation and discussion to be put into practice has 
well nigh arrived. 


Current Comment. 


THE EXPERIMENTAL PRODUCTION OF DIABETES 
MELLITUS. 


Tue study of any human disease is greatly facilitated if 
it can be reproduced in an analogous form in laboratory 
animals. On the other hand, we have been very slow to 
penetrate the secrets of the mechanism and causation of 
diseases which cannot be initiated in animals. With regard 
to diabetes mellitus, two of the most important problems 
have been solved by von Mehring and Minkowski, and 
by Banting and Best, the questions of the immediate cause 
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However, about the factors 
causing the damage to the islets of Langerhans we have 
no knowledge whatever, and there are quite a number of 
points about carbohydrate metabolism, the elucidation otf 
which would be of great benefit if their study in animals 


and of successful therapy. 


were possible. It seems that the current year has brought 
the eagerly expected advance in this direction. 


In 1937 H. R. Jacobs’ recorded that alloxan (the ureide | 
of mesoxalic acid) produced fatal hypoglycemia when 


given intravenously to rabbits. 
repercussions; it was unknown to J. Shaw Dunn, H. L. 


His short note had no | 


Sheehan and N. G. B. McLetchie, when they reported about — 


eight months ago* the experimental production of a 
selective necrosis of the islets of Langerhans. There is an 
interesting parallelism between their discovery and that of 
von Mehring and Minkowski more than fifty years ago. 


Neither of the two groups of authors was actually at the | 
time investigating diabetes mellitus. Von Mehring and | 


Minkowski were studying the external secretion of the 
pancreas (the only one known at that time) by means of 
total extirpation of the pancreas; Dunn and his col- 
laborators were investigating a large number of chemical 
compounds in an attempt to produce a tubular nephritis 
similar to that seen in crush injuries, incompatible blood 


transfusions et cetera. Thus, in both instances, the dis- | 


coveries appertaining to diabetes mellitus were quite 
“accidental”. As a matter of fact, one of the British col- 
laborators had found already, years ago, that the injection 
of a certain synthetic compound into rabbits caused 
necrosis of the islets of Langerhans, but as all these 
experiments ended fatally and the substance used seemed 
to have not the slightest connexion with animal 
metabolism, the result was not followed up. But when 
recently alloxan was tested for the purposes stated above, 
and a necrosis of the islets of Langerhans was observed at 
routine histological examination of all the organs, a closer 
study of its action was made. It was found that the blood 
sugar after injection of alloxan rises steeply during the 
first hour from 100 to 140 milligrammes per 100 cubic 
centimetres, occasionally reaching 380 milligrammes. It 
then falls rapidly during the next hours below 100 milli- 
grammes, even to values as low as 30 milligrammes. The 
animals become comatose and die, if they are not killed 
beforehand. On microscopic examination all the islets of 
Langerhans are seen to be severely damaged, often com- 
pletely necrotic. If Dunn et alii have thus produced a 
selective damage of the endocrine apparatus of the 
pancreas, one cannot say that they succeeded in repro- 
ducing human diabetes. This, however, has been achieved 
a few months later by C. C. Bailey and O. T. Bailey,’ 
who reduced the doses of alloxan, injecting, instead of 300, 
only 200 milligrammes per kilogram of body weight, and 
combated the development of the hypoglycemia by the 
injection of a 50% solution of dextrose. Their initial 
observations were the same as those made by Dunn et alii: 
a transitory hyperglycemia followed by a severe hypo- 
glycemia with convulsions. However, as the animals were 
kept alive and in good condition by dextrose injections, 
it was seen that the hypoglycemic phase ended in less than 
twenty-four hours. The blood sugar level then rose again 
and all the symptoms and signs characteristic of human 
diabetes developed. Blood sugar levels have ranged from 
360 to 700 milligrammes per 100 cubic centimetres; the 
animals could be kept in good condition by daily adminis- 
tration of two to four units of insulin; in an untreated 
rabbit acetonuria and lipemia developed; persistent glyco- 
suria has accompanied the hyperglycemia, polydipsia and 
polyuria have been observed. Examination of the blood 
for non-protein nitrogen and of the urine for albumin and 
casts did not reveal any abnormality. Two rabbits of this 
series were killed to ascertain the state of the pancreas. 
In both, all the cells of the islets of Langerhans had dis- 
appeared, and there were no inflammatory reactions nor 
vascular changes. 


Proceedings of the Biology and 
Medicine, Volume XXXVII, 1937, 

*The Lancet, April 17, 1943, page Ho why 

* The Journal of the American Medical Association, August 21, 


1943, page 1165. 


Thus, the experimental production of diabetes mellitus 
has been finally achieved. Apart from the practical con- 
sequences this discovery is bound to have, a number. of 
theoretical problems present themselves. Even if the 
initial transitory hyperglycemia is regarded with C. C. 
Bailey and O. T. Bailey as a non-specific reaction, similar 
to that easily produced in rabbits by the injection of a 
number of various substances, it is certainly peculiar 
that the destruction of the islets of Langerhans leads in 
the first instance to a hypoglycemia that is fatal, if not 
adequately treated. It is possible that the destruction of 
the specific cells releases excessive quantities of insulin, 
as C. C. Bailey and ©. T. Bailey suggest; Dunn and his 
co-workers, however, are rather inclined to link up this 
question with that of the likely mechanism of the action 
of alloxan. Alloxan is a normal body constituent. It is 
part of the uric acid molecule and of other purines. Their 
main sources are the voluntary muscles which on the other 
hand are the greatest consumers of sugar. Might it not be 
possible, the authors speculate, that alloxan or a similar 
compound is released from muscle during activity to 
stimulate insulin secretion in order to make sufficient 
sugar available? The hypoglycemic phase might then be 
explained by an over-stimulation of the endocrine cells of 
the pancreas, which in turn might later lead to their 
necrosis. There is, as yet, no evidence for such sug- 
gestions, but it is interesting to see what new avenues 
are opened up by the preliminary reports of the British 
and American group. 


RUPTURE OF THE UTERUS. 


Rupture of the uterus is one of the most serious 
accidents that may occur during pregnancy or labour. 
Varying estimates of its frequency are given in the 
literature and there is no doubt that some of the lower 
estimates are due to the fact that rupture is not always 
diagnosed. Sudden death of a parturient woman is not 
always due to embolism. The temptation to make a 
diagnosis of embolism in a sudden and unexplained fatality 
is great, chiefly because “the formation of a clot” is not 
a matter for which the attendant practitioner is commonly 
held to be responsible. Were the performance of post- 
mortem examination obligatory or were it undertaken 
more commonly than it is, deaths said to be due to 
embolism would sometimes be found to be the result of 
uterine rupture. In the circumstances it is useful to draw 
attention to an article recently published by C. A. Gordon 
and A. H. Rosenthal.! These authors report that in 
Brooklyn, City of New York, the Committee on Maternal 
Welfare of the Medical Society of the County of Kings 
studied 660 puerperal deaths that were recorded during 
the period January, 1937, to September, 1942. It was 
found that at least thirty of the women died of rupture 
of the uterus. The use of the words “at least” make it 
clear that the records were incomplete and that in all 
probability the number should have been greater. The 
files of the committee contain information only in regard 
to those cases in which operation or autopsy revealed the 
cause of death. That the condition may easily be missed 
is shown by the fact that in only nineteen cases was the 
diagnosis made before death and in only twelve was it 
made early enough to piovide a reasonable opportunity 
for successful treatment to be undertaken. Multiparity 
and increasing age were contributing factors. In thirteen 
cases rupture was spontaneous; in the remainder it was 
traumatic. In two cases rupture occurred before labour 
began. In three cases no cause could be assigned; among 
the other eight spontaneous cases scarring of the cervix, 
previous section and pendulous abdomen were included 
in the causal factors. Internal version was the chief cause 
of traumatic rupture. In the traumatic group hemorrhage 
and shock were commonly attributed to the operation and 
not to rupture. In three cases in which the uterus was 
explored the rent was not discovered. 

The prophylaxis of rupture consists in the proper treat- 
ment of complications of pregnancy and labour. 


Surgery, Gynecology and Obstetrics, July, 1943. 
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thiazole and _  sulphadiazine. These ineffective in vivo. Gramicidin is not 
Abstracts from Bedical drugs and their acetyl forms are a protoplasmic poison; it is bacterio- 
Literature. relatively insoluble and this accounts | static and highly specific for 
for the renal complications; sulphanil- Gram-positive organisms, pneumococci, 
rare eee amide, on the other hand, is relatively streptococci, staphylococci and diph- 
; soluble and renal complications are theria bacilli. It is highly effective by 
THERAPEUTICS. rare. C. H. Fox et alii (The Journal of | local application, but it is a toxic sub- 


Treatment of Hyperthyreoidism with 
Thiourea and Thiouracil. 


Two series of chemical compounds 
have been found to possess the unique 
property of inhibiting the endocrine 
function of the thyreoid gland: firstly, 
thiourea and its derivatives, secondly, 
compounds related to the sulphon- 
amides. From a clinical point of view 
thiourea and thiouracil appear to be 
the most promising compounds and 
have been used in studies on normal 
persons and on patients with hypér- 
thyreoidism. E. B. Astwood (The 
Journal of the American Medical 
Association, May 8, 1943) reports pre- 
liminary investigation on a series of 
eight cases, in four of which the 
patients showed no signs of hyper- 
thyreoidism. Frequent determinations 
of basal metabolic rate and serum 
cholesterol content were made. The 
drugs were administered orally in 
forms of tablets or capsules in divided 
deses during the twenty-four hours, 
the total daily initial dose being from 
10 to 20 grammes of thiourea or 0-2 
to 1-0 gramme of thiouracil. Treat- 
ment was continued for periods of 
three weeks or longer in the case of 
those patients suffering from hyper- 
thyreoidism; symptomatic improve- 
ment became apparent during the 
second week of therapy and later it 
was found that a daily maintenance 
dose of 0-5 gramme of thiourea or 0-2 
gramme of thiouracil was required to 
keep such patients in normal health 
during the period of the hyperthyreoid 
state. The serum cholesterol level and 
basal metabolic rate also returned to 
normal as a result of treatment. 
Thiourea therapy is associated with a 
characteristic odour of the breath and 
in some cases an unpleasant taste. 
Agranulocytosis was observed in one 
case and skin rash in another. Slight 
thyreoid enlargement was seen in one 
case, a decrease occurring with the 
discontinuance of therapy. As it is 
suggested that these drugs prevent the 
synthesis of thyreoid hormone, it might 
be expected that the rate of metabolism 
would remain nearly constant as long 
as the store of thyreoid hormone in 
the gland was adequate to supply the 
organism. When this store nears 
exhaustion the decreased rate of 
thyreoid hormone synthesis becomes 
apparent in the fall of the basal 
metabolic rate. Support for this 
explanation is given by the failure of 
four persons with normal thyreoid 
glands to show decrease in 
metabolism when the drugs were 
administered for periods of two to four 
weeks, while patients suffering from 
hyperthyreoidism responded within ten 
to fourteen days. Further studies will 
be necessary to determine the optimal 
therapeutic régime for long-term 
treatment. 


Renal Obstruction in Sulphadiazine 
Therapy. 


THERE are many reports in recent 
literature of renal obstruction during 
therapy with sulphapyridine, sulpha- 


the American Medical Association, April 
3, 1943) have given details of the 
measures necessary to prevent renal 
obstruction during massive sulpha- 
diazine therapy in two cases of sub- 
acute bacterial endocarditis. As a 
preliminary it was necessary to 
determine the solubility of sulpha- 
diazine and the acetyl derivative in 
normal human urine over the pH range 
50 to 80. It was found that there 
was a very sudden and decided increase 
in solubility, as the urine was made 
alkaline (pH 7-0 to 8-0), due to the fact 


-that these drugs and their acetyl 


derivatives are weak acids which ionize 
and form soluble salts in an alkaline 
medium. It is also pointed out that 
in a patient under therapy with a blood 
level of 10 milligrammes per hundred 
cubic centimetres, the level obtained 
in the urine varies from 100 to 300 
milligrammes per hundred cubic centi- 
metres. Increasing the urinary output 
from 1,000 to 2,000 cubic centimetres 
a day might double the quantity of 
sulphadiazine in solution, but raising 
the pH value from 6-5 to 7-5 will permit 
more than a tenfold increzss in 
solubility. The patients referrea to 
were given sufficient alkali (sodium 
and potassium bicarbonate) to render 
the pH value of urine between 7-0 and 
8-0. Massive doses of sulphadiazine 
were then administered and blood levels 
of approximately 70 milligrammes per 
centum were obtained. Full examina- 
tion of the urine was carried out daily 
with particular regard to quantity, 


alkali dosage necessary to keep the pH 
to the above levels varied between 10 
and 20 grammes daily. Alkalosis and 
cedema did not result. The routine use 
of alkali is not sufficient, as varying 
quantities are required and the only 
guide to dosage is the pH value of 
the urine. Crystalluria occurred in 
both cases following a very slight 
reduction of the alkali dosage below 
the optimum, and the addition of very 
small quantities of acid to the alkaline 
urine immediately precipitated the 
drug. It is also suggested that in 
cases of renal obstruction complicating 
sulphonamide therapy, renal lavage 
with alkaline bicarbonate solution will 
dissolve the drug crystals, and is 


therefore preferable to lavage with 


warm saline solution. 


New Drugs. 

H. Gorn (Bulletin of the New York 
Academy of Medicine, February, 1943) 
usses recent advances in thera- 
peutics. Tyrothricin is the name 
applied by Hotchkiss and Dabo to an 
alcohol-soluble and water-insoluble 
fraction obtained from a culture of 
certain aerobic sporulating bacilli 
found in soil. It is strongly bactericidal 


separated, tyrocidine and gramicidin. 
Tyrocidine is antibacterial for Gram- 


It behaves like other antiseptics such 
as metals and chlorine compounds. It 
is a protoplasmic poison and is 


stance. Locally applied, 10 milli- 
grammes have been shown to sterilize 
a staphylococcal ulcer of the leg in 
twenty-four hours and 20 to 70 milli- 
grammes in a mastoid cavity produced 
striking results. The difficulty in 
employing gramicidin is that of 
ensuring its local action, and the area 
to be disinfected must be readily 
accessible. It has been used in war 
wounds which are mostly caused by 
Gram-positive organisms. Penicillin is 
the name applied to an anti-bacterial 
substance liberated by a culture of a 
mould closely related to Penicillium 
notatum. Its chemical constitution is 
not known; it is not a pure substance; 
it is freely soluble in water, is destroyed 
in acid solutions, and so not suitable 
for oral administration. It is highly 
effective. by intravenous injection and 
less so when given intramuscularly or 
subcutaneously. Its toxicity is low; an 
intravenous dose of 15 milligrammes 
per kilogram (50,000 units) caused no 
toxic effects in cats. In man 200 
milligrammes (10,000 units) caused no 
toxic effect. It is quickly eliminated 
(six to eight hours) in the urine. It 
is highly antibacterial, and many 
rs) cease to grow in a one in 
nine million solution in vitro. It 
inhibits staphylococci, streptococci, 
gonococci and meningococci, but not 
Bacillus proteus, Bacillus coli or 
Bacillus influenze. It does not destroy 
bacteria, though it interferes with their 
growth. In man it has been used with 
success in staphylococcus septicemia, 
osteomyelitis, empyema and pneumo- 
coccal meningitis, but has failed so far 
in bacterial endocarditis. One hundred 
thousand units a day have been given 
intravenously in doses of several 
housand units every few hours. 
Locally a 1 in 5,000 solution has been 
used for infections of the eye. 
Sulphamethazine (dimethy!  sulpha- 
diazine), a pale yellow. crystalline 
material, has similar action to sulpha- 
diazine, but is ten times more soluble 
and no crystals appeared in the urine 
after its administration and no increase 
of the non-protein nitrogen of the 
blood occurred, such as is noted in 1% 
of patients treated with sulphadiazine. 
Sulphaguanidine, used for  bacillary 
dysentery, is said to cause nausea, 
vomiting, headaches, drug fever, con- 
junctivitis, hemolytic anemia, oliguria 
and hematuria. Succinyl sulpha- 
thiazole (sulphasuxidine) has been used 
for the same purposes. 


NEUROLOGY AND PSYCHIATRY. 


Psychosomatic Medicine. 

J. E. Frvestncer (The New England 
Journal of Medicine, October 15, 1942) 
in an address to the Massachusetts 
Medical Society has discussed psycho- 
somatic medicine. He said that it 
dealt primarily with medical and 
surgical diseases which were the 
province of internists, surgeons and 
medical specialists. The illnesses 
studied had a pathological lesion, but 
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their etiology was as a rule unknown. 
In these disturbances situational and 
emotional factors play a role in either 
the precipitation or exacerbation of 
symptoms. The situations are as a 
rule associated with the unpleasant 
feelings of fear, anxiety, guilt, resent- 
ment, frustration and longing. These 
illnesses are found in persons who have 
conflicts in reference to the expression 
of hostility and anger; most of them 
do not have the frank symptoms of 
the psychoneuroses. Many studies 
indicate that these are people with 
obsessive tendencies who tend to 
ruminate over their difficulties and find 
it impossible to resolve them on account 
of indecisions. It may be that these 
tendencies present constant stimuli to 
the autonomic nervous system and 
eventually lead to chronic irreversible 
reactions in the end organs, resulting 
in a pathological process. The fact 
remains that therapy has lagged far 
behind the understanding of these 
problems. Yet, at the present stage 
of information, the only practical 
approach in many illnesses appears to 
be that of psychiatric therapy. This 
is especially true in situations in 
which medical therapy as such has 
failed or is_ still lacking. The 
inadequacy of psychotherapy in many 
cases is a challenge toward improving 
present methods or toward developing 
new methods. The value of psycho- 
therapy, promising as it seems at 
present, can be established only through 
carefully controlled studies. This is 
the task of the future. 


The Shock Therapy of Mental 
Disorders. 


N. D. C. Lewis (Bulletin of the New 
York Academy of Medicine, April, 1943) 
discusses the present status of shock 
therapy of mental disorders. He bases 
his remarks on a review of the 
literature for 1941 and fur the first nine 
months of 1942. The first of his con- 
clusions is that the use of insulin, 
“Metrazol” and electric shock with 
their proper adjuncts is valuable in 
skilled hands and particularly when 
supplemented by systematic psycho- 
therapy and other measures available 
in psychiatric clinics. These methods 
are not a panacea for all mental dis- 
orders. Unfortunately false hopes are 
often raised by startling statements in 
the Press and by inaccurate reports 
in books written by enthusiastic but 
misinformed laymen. There is no 
theory of the nature of the shock 
reactions that is sufficiently compre- 
hensive to be taken seriously. Theories 
not susceptible to experimental ex- 
amination are not worthy of discussion 
and there is insufficient knowledge to 
justify attempts at theory building. At 
the same time serious efforts may be 
made to sort out knowledge and to 
draw sound deductions for future use. 
If statistics on insulin therapy are 
taken as indicative of therapeutic 
results in schizophrenia, every possible 
percentage of “cures” can be found 
from Sakel’s 70% to Langfeldt’s ex- 
perience of “no cures” in clear-cut 
nuclear cases. Probably 70% of satis- 
factory remissions would not be 
unusual in clinics whose material com- 
prises mainly atypical varieties of 
schizophrenia. But when the diagnosis 
is just “schizophrenia”, results up to 
60% “recovered” or “improved” by 
means of any therapy do not indicate 
the relationship between that therapy 
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and disorder. 
' demands complete and accurate in- 


The situation 


_ formation, first, as to the form of 


schizophrenia, second, as to the special 
characteristics of the individual as a 
patient, and third, perhaps above all, 
as to the factors which will make 
possible the establishment of criteria 
for “recovered”, “social recovery”, 
“improved”, “not improved” and so on, 
to replace the present chaotic state of 
affairs in this respect on which 
statistics are prepared. The author 
states that possibly shock methods 
should be used only as “adjuncts in a 
total therapeutic approach”. It is as 
yet too early to make any final pro- 
nouncement on the results of electric 
shock therapy in the treatment of 
various mental disorders. It does, how- 
ever, appear to be a safe and con- 
venient method of treatment. It is 
particularly satisfactory in the affective 
disorders and especially in involutional 
melancholia, but it cannot yet be 
regarded as specific. Its value in 
chronic schizophrenic illness is more 
in the nature of promotion of 
social improvement than fundamental 
changes. Some workers have better 
results in schizophrenia when the con- 
vulsions induced are numerous; the 
general tendency is to induce too few 
to promote successful outcome. 
Combinations of the various types of 
shock therapy may be valuable. Shock 
therapy should be used only by persons 
trained in its administration and in 
the handling of psychiatric patients. 
It kas not only stimulated many fields 
of research, but it has also infused the 
whole of psychiatry with a new 
interest. 


A Follow-Up Study of Lead 
Poisoning in Infants. 


At a meeting of the Boston Society 
of Psychiatry and Neurology (The 
Journal of Nervous and Mental 
Diseases, September, 1943) R. K. Byers 
and E. Lord presented a study of 
twenty children who had been dis- 
charged from hospital as cured of lead 
poisoning. Diagnosis at the time of 
admission to hospital was made in 
accordance with accepted standards, 
and in all cases X-ray evidence of lead 
poisoning was present. At the time 
of their admission nine of the children 
were thought to show no evidence of 
involvement of the nervous system by 
lead, three had peripheral neuritis, and 
the remaining eight had encephalo- 
pathy, usually in a very mild degree. 
All the patients were infants when 
first seen, and all but one obtained 
their lead by chewing painted objects. 
Developmental data suggested that the 
children were of average intelligence. 
In the follow-up, when the children 
were examined after school entrance, 
only one of the twenty was 
normal progress at school. Five 
children had _ intelligence quotients 
indicating a general intellectual 
deficiency which seemed to account for 
their failure to learn. Among the 
remaining unsuccessful children sensori- 
motor defects were found and these 
seemed to account for _ scholastic 
failure. It is pointed out that these 
children, late in infancy and in the 
pre-school years, were more backward 
than others of their age. Sensori-motor 
defects such as those described are 
stated to have been studied by a 
number of observers, all of whom agree 
that they are an evidence of injury to 


the cerebral cortex. In addition other 
evidences of injury to the cerebral 
cortex were found—such as scattered 
neurological signs which appeared de 
novo — and sometimes convulsions 
occurred. Behaviour disturbances were 
common. All but one of the twenty 
children who had had lead poisoning 
in infancy, showed defects of cerebral 
function in childhood. The general 
conclusion is that lead poisoning 
occurring early in life tends to inter- 
fere with the healthy processes of 
growth and development of the cortex. 


Mental Symptoms in Multiple 
Sclerosis. 


C. SuGaR anD R. (The Journal 
of Nervous and Mental Disease, Sep- 
tember, 1943), writing from the neuro- 
logical wards of a neurological hospital, 
state that little reference is made in 
American literature to the mental 
symptoms of multiple sclerosis. Most 
articles have come from psychiatric 
sources and deal largely with frank 
psychoses. The diversity of symptoms 
in the general literature is probably 
due primarily to differences in the 
character of the material studied by 
the various investigators. The authors 
have studied twenty-eight patients 
suffering from multiple sclerosis who 
were treated in a hospital for chronic 
neurological diseases. Seventeen were 
males and eleven were females; many 
different nationalities were represented 
among them. An effort was made to 
determine possible discrepancies in the 
emotional sphere by a study of the 
emotional content or the prevailing 
mood, its psychical and physical 
determinants and the affective conduct. 
The average age of onset for all the 
patients was 33:0 years; and the 
duration of symptoms at the time of 
examination varied between two and 
thirty-one years, the average being 
10°8 years. In general the findings 
were as follows. First, there was a 
change in the emotional content or 
prevailing mood, most often in the 
direction of increased cheerfulness. 
Thus, of the twenty-eight patients, 
eleven showed a change to, or increased, 
cheerfulness; seven showed a change 
to, or increased, depression; six showed 
increased variability and four showed 
no change. Secondly, there was a 
sense of well-being which was out of 
proportion to the patient’s physical 
condition. Thirdly, there was a ten- 
dency toward an increase of the 
affective expression which at times was 
incongruous with the underlying mood. 


The Identification of the Neuroses. 


J. C. McKinuey anv R. HatHaway 
(The Journal of the American Medical 
Association, May 15, 1943) present a 
device for use in the estimation of the 
psychoneurotic condition of any patient. 
The device is called the Minnesota 
Multiphasic Personality Inventory, and 
it is said to be easy to apply and to 
give valid psychiatric characterizations 
of patients in quantitative terms. The 
test material in the main consists of 
a number of cards, on each of which 
is printed one question that can be 
comprehended and answered by a lay 
person. The questions cover 26 
different categories, ranging from 
general health to morale, and each 
category includes many questions; the 
patient is required to sort them into 
three groups, “True”, “False” and 
“Cannot Say”. 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING of the New South Wales Branch of the British 
Medical Association was held on September 23, 1943, at 
Sydney Hospital. The meeting took the form of a number 
ef clinical demonstrations by members of the honorary 
medical staff of the hospital. Part of this report was 
published in the issue of November 13, 1943. 


Chronic Symbiotic Gangrene. 


Dr. Lyte BucHANAN showed a female patient, aged twenty- 
seven years, suffering from chronic symbiotic gangrene. The 
patient had undergone appendicectomy for acute appendicitis 
on January 25, 1940. After operation she was given iron 
and thyreoid, anterior pituitary and ovarian extracts, and 
her health was better than ever in her life. Two months 
after operation the medial end of the scar became painful, 
tender, swollen and red. It broke down, but never formed 
free pus; first an ulcer formed, then a sinus. Treatment by 
foments, sulphonamides, zine peroxide, infra-red and ultra- 
violet rays and hormones failed to arrest the condition. A 
diagnosis of symbiotic gangrene was made. Sulphapyridine 
and later sulphathiazole were given by mouth, and 
especially activated zinc peroxide brought by aeroplane from 
America was also employed; but none of these measures 
produced any effect. A number of operations were per- 
formed; on August 1, 1940, and on February 25, 1941, a 
scalpel was used; on June 23, 1941, on January 7, 1942, on 
September 16, 1942, on November 4, 1942, on February 17, 
1943, and on March 18, 1943, the diathermy knife and button 
were used. Dr. Buchanan said that the procedures were 
radical, and that all tissues down to the fascia were removed, 
to a distance of two inches beyond the suspected limits of 
the process. A large sheet of external oblique muscle was 
removed on November 4, 1942. The condition each time 
recurred, not at the margin of the wound, but somewhere 
within it. Dr. Buchanan said that he attributed the recur- 
rences to deep infection between and beneath the muscles 
from the appendicectomy scar, as in two more acute cases 
than the one under discussion, in which the subcutaneous 
tissues were affected, cure had been brought about by 
radical diathermy excision down to the fascia followed by 
skin grafting. Five weeks prior to the meeting the patient 
suffered from pain, swelling, redness and edema of the 
lower part of the abdomen, on both sides, extending in 
length from the umbilicus down to the pubis, and in breadth 
to two inches short of the superior iliac spine on the left 
side and to one inch short of the superior iliac spine on the 
right side. Radiation therapy had been given by Dr. A. T. 
Nisbet. 

Dr. Buchanan said that it was too early to give a prog- 
nosis. On each occasion recurrences had begun at a spot 
which had refused to heal after each excision. No retro- 
gression such as the present one had ever before been 
observed. 


Retrobulbar Foreign Body. 


Dr. Buchanan’s second patient was a man, who had been 
stabbed in the face four months prior to his admission to 
hospital in October, 1942. The wound was stitched at the 
time. On examination, a small sinus opening was found; 
exophthalmos was present, and there was a slight discharge. 

Operation was undertaken on October 30, 1942. 
of the position of the foreign body present, preparations 
had been made to hinge back the lateral wall of the orbit 
(Krénlein’s operation); the foreign body was a piece of 
steel, embedded in the bone, and the axis was almost ‘trans- 
verse. However, by the insertion of variously bent probes 
and directors along the enlarged sinus, and by radiological 
comparison of their positions with that of the foreign body, 
it was possible so to insert a curved clamp that the edge 
of the plate was grasped in its beak. The foreign body 
was then levered out without damage to the orbital struc- 
tures; it proved to be a piece of rusty table knife, three- 
quarters of an inch long, and it was firmly embedded in 
the sphenoid bone. 


Duodenal Diverticulum. 


Dr. Buchanan then showed a male patient, aged fifty-four 
years, who complained of abdominal soreness and of a feeling 
string”, and was conscious of “heaviness in 


the stomach” 


Because 


and of an inclination to vomit. The patient considered that 
the symptoms dated from an accident on February 23, 1943, 
when the lower part of his chest and the upper part of his 
abdomen were crushed under some steel pipes as he fell 
backwards onto other pipes; the eleventh and twelfth ribs 
on the right side were fractured. An X-ray examination 
was made, and a large duodenal diverticulum was found, 
extending downwards from the third part of the duodenum. 
Tenderness was present. 


Right Nephropexy. 

Dr. Buchanan’s next patient was a female, aged forty- 
three years, who had noticed a lump in the right side of 
the abdomen intermittently for six months. It varied in 
position, even moving into the left side When it was 
present, she had a burning feeling over it, and suffered from 
urgency and frequency of micturition and dysuria, with 
little or no result. Excretion urography revealed no calculus 
shadow. Excretion was good on the left side and absent 
on the right side. Nephropexy was carried out by 
Stanischeff’s method. 


Stricture of the Right Hepatic Duct. 


Dr. Buchanan next showed a female patient, aged twenty- 
five years. At the age of twelve years she had undergone 
curettage on account of menorrhagia; her tonsils and 
adenoids had been removed when she was eighteen years 
old; and cholecystectomy had been performed when she was 
twenty-one years of age, calculi being present. The patient 
complained of continuous epigastric pain, vomiting et cetera, 
and of jaundice present for six weeks. 

On June 19, 1943, operation was undertaken. The common 
duct was normal, but the right hepatic duct was dilated 
above a stricture situated approximately on a level with 
the liver surface. The duct was cut through and the cut 
ends were stitched together, around and to a catheter, which 
extended from the right hepatic duct to the duodenal orifice 
and four inches beyond it. The patient’s symptoms dis- 
appeared, but some months later they after she 
had fallen from a tram. They ceased finally after dental 
extraction. 


Post-Operative Partial Obstruction by a Faecolith. 


The next patient shown by Dr. Buchanan was a female, 
aged fifty-four years, who had suffered from jaundice for 
three weeks and from dyspepsia for years. Operation was 
performed on September 26, 1941. The appendix was 
removed, and the gall-bladder, which contained one large 
calculus, was also removed; choledochostomy was performed, 
and a complete cast of dense biliary sand was found. Before 
operation, a number of investigations were carried out; the 
levels of urea and creatinine in the blood were within normal 
limits, the urea concentration test and the hippuric acid 
excretion test produced satisfactory results, a blood count 
revealed no abnormality and the patient did not appear to 
be deficient in vitamin C. 

Thirteen days after operation 7°5 units of icterus were 
still present. Both urination and defecation were difficult; 
aid had been necessary from “Mory!”, pituitrin, enemata, 
catheterization et cetera. Seventeen days after operation 
abdominal distention, severe constipation and vomiting 
occurred; the patient became delirious and semi-comatose. 
Rectal examination and X-ray investigation failed to reveal 
the cause of the condition. Twenty-one days after operation 
she appeared moribund; but diarrhea set in. Seven weeks 
after operation she was discharged from hospital; she was 
listless, and suffered from flatulence and poor appetite. 
Thirteen weeks after operation abdominal distension and 
vomiting again occurred. Rectal examination revealed a 
huge, clay-coloured fecolith, the size of a pineapple. Even 
after anal dilatation, piecemeal removal of the fxcolith took 
half an hour. It appeared to consist of u» and 
unabsorbed fat and feces, a relic of the paticuat’s jaundice. 
Dr. Buchanan said that since that time the patient had 
remained very well. 


Acute Gastric Dilatation. 


Dr. Buchanan finally showed a male patient, who had 
been subjected to operation on June 21, 1943, for umbilical 
hernia, present for eighteen months. He had had umbilical 
pain and tenderness for four weeks, and was apprehensive. 
Umbilical herniotomy was performed without difficulty. Next 
day he complained of great tightness in the abdomen, and 
asked for adhesive bandages to be applied “to hold him in”. 
After twenty-four hours he began to vomit. At first the 
vomitus consisted of ingested fluids, and the vomiting was 
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unaccompanied by straining; after forty-eight hours it had 
become frequent, of “cascade”, “overflow” or effortless type. 
Enemata produced good results, and draughts of sodium 
bicarbonate solution were given, but without benefit. On 
the third day after operation examination revealed gross 
distension, tympanites and stomach resonance below the 
umbilicus; fecal overflow vomiting occurred every few 
minutes, and the patient looked very ill. His temperature 
was 98°8° F., his pulse rate was 110 per minute and his 
respirations numbered 26 per minute. ~* 

The patient was rolled onto his abdomen, with his head 
over and below the edge of the bed. In successive gushes 
he discharged into a tub about six quarts of fecal fluid. 
He then drank two and a half pints of sodium bicarbonate 
solution, which he discharged in the same way; after this 
he slept for six hours. Slight vomiting next morning ceased 
after further lavage. He then suffered from hiccups for 
three days, the only relief being obtained by repetition of 
the maneuvre of rolling him onto his abdomen with his head 
over the side of the bed; but by this time he discharged, not 
fluid, but large quantities of air or gas. After three days the 
hiccups were replaced by an ordinary type of belching, which 
lasted for six weeks and then ceased altogether. 


Bronchiectasis and Tuberculosis. 


Dr. W. L. CaLtov showed a man, aged fifty-eight years, who, 
when first examined on August 17, 1942, complained that 
he had suffered from cough for many years. Lately the 
cough had become more severe; it was particularly trouble- 
some at night. Sputum was copious and purulent. He had 
never coughed blood, he had no thoracic pain and he was 
breathless on exertion. His only previous illness of 
importance was pleurisy in 1916. 

His physique was found to be poor. He was thin; his 
chest expansion was poor, and the left side of the chest 
expanded less than the right. Fine crepitations were audible 
at the apex of the left lung. X-ray examination revealed 
a small area of infiltration below the left clavicle and some 
consolidation in the right cardio-phrenic angle. Atelectasis 
of portion of the lower lobe of the right lung was suspected. 
Lipiodol was instilled into the bronchial tree and X-ray 
examination was repeated. The medial basal bronchi failed 
to fill with lipiodol. This abnormality was regarded as due 
to neoplasm or to ateléctasis from some other cause, possibly 
associated with bronchiectasis. 

Dr. Calov said that the patient attended at irregular 
intervals. His condition did not deteriorate. X-ray examina- 
tion after instillation of lipiodol had recently been repeated; 
it had revealed diffuse dilatation of several bronchi in the 
lower lobe of the right lung. The lipiodol still failed to flow 
freely into the bronchi of the base of the right lung. The 
diagnosis was bronchiectasis at the base of the right lung 
and tuberculosis of the upper zone of the left lung. 


Reestablishment of Artificial Pneumothorax. 


Dr. Calov next showed a male patient, aged thirty-two 
years, a pensioner, who had coughed bright blood twelve 
years earlier. A diagnosis of pulmonary tuberculosis was 
made, and he was treated in a sanatorium for six months. 
He returned to his work in the post office. His lesion broke 
down again later, and artificial pneumothorax was induced 
in 1935. It was maintained for twelve months, when the 
lung reexpanded despite attempts at refills. From time to 
time he had suffered from brisk hemoptysis and he had 
spent several periods in hospital and sanatoria. As the 
result of an hemoptysis he had been admitted to the hos- 
pital on August 17, 1943. X-ray examination revealed an 
old tuberculous lesion with cavitation at the apical region 
of the right lung. Dr. M. P. Susman, who was asked to see 
the patient with a view to thoracoplasty, expressed the 
opinion that reinduction of artificial pneumothorax should 
be attempted. Accordingly an attempt was made on 
September 2. The pleural cavity was found without great 
difficulty, and 200 cubic centimetres of air were introduced, 
a slight positive pressure resulting. Dr. Calov said that 
small quantities of air had been introduced at intervals 
since, the intrapleural pressure on each occasion being 
positive. X-ray examination at the time of the meeting 
revealed a pneumothorax with numerous adhesions. The 
cavity appeared to be smaller. It was unlikely that a satis- 
factory degree of collapse would be obtained; but it might 
be possible to effect obliteration of the cavity by pneumo- 
thorax alone. The patient’s general condition was excellent. 
The remarkable feature was that reestablishment of artificial 
pneumothorax (of a sort) had been possible after a lapse 
of seven years. 


Chronic Nephritis. 


The next patient shown by Dr. Calov was a man, aged 
twenty-four years, a sheet-metal worker, who complained of 
morning vomiting present for the past nine or ten months. 
He suffered from persistent headache, he had to rise once 
at night for micturition, and he suffered from breathlessness 
on exertion. He did not suffer from nocturnal dyspnea, and 
he had no disturbance of vision. His work was light, and 
he was able to carry on working normal hours without 
pare He had had no previous illness of any great 
severity. 


On examination, the patient was seen to be rather pale. 
He had slight cdema of the lower limbs. No gross cardiac 
enlargement was found on clinical examination; but X-ray 
examination revealed enlargement of both ventricles. The 
second heart sound at the aortic area was sharp and ringing 
in quality. The systolic blood pressure was 180 millimetres 
of mercury and the diastolic 118. A small retinal hemor- 
rhage was visible to the medial side of the left optic disk. 
Examination of the urine revealed a moderately heavy cloud 
of albumin, a few pus cells and granular casts, and numerous 
erythrocytes. The blood urea nitrogen content was 39 milli- 
grammes per 100 cubic centimetres and the creatinine 1°5 
milligrammes per 100 cubic centimetres. Dr. Calov said 
that investigation for plumbism had not yet been carried 
out. As the patient had worked with lead, this investigation 
Was necessary. The urinary urea content in the fasting 
state was found to be 0°55%; one hour after the administra- 
tion of urea by mouth, it was 0°6%; the same figure was 
a two hours and three hours after urea had been 
ngested. 


Dr. Calov said that the patient was representative of the 
large number of people with fairly severe impairment of 
renal function and high blood pressure who were yet able 
to carry on a normal occupation in comparative comfort. 
The tendency was to coddle such people; that was wrong 
treatment. 


Diabetes and He h tosi 


Dr. Calov then showed a male patient, aged sixty-two 
years, a maintenance man, who complained of giddiness, 
polyuria, polydipsia and recent loss of weight. He had had 
an operation for duodenal ulcer two years earlier. His skin 
was pigmented and he had lost his axillary hair, he was 
emaciated, his liver was enlarged and his tongue was raw 
and smooth. Application of the glucose tolerance test pro- 
duced a high blood-sugar curve. 


Dr. Calov said that the case was one of hemochromatosis 
presenting the characteristics of the so-called “bronzed 
diabetes”. “Bronzing” was a misnomer in this case, as in 
the one other in the diabetic clinic at the hospital. The 
pigmentation was more steely and was grey rather than 
brown. The patient was having a diet with a caloric value 
of 1,900, and 20 units of soluble insulin in the morning and 
10 units in the evening. In many of these cases large doses 
of insulin were required... 


Diabetes and Progressive Muscular Atrophy. 


Dr. Calov next showed a woman, aged sixty years, an 
invalid pensioner, who had cut her finger on August 24, i943. 
The wound did not heal rapidly, and a black area ap 
on the distal phalanx. Routine examination in the casualty 
department revealed glycosuria. She suffered from polyuria 
and polydipsia and had lost weight. She had suffered from 
weakness of the hands for the past six years. 


On examination, the patient was seen to be thin and 
asthenic, and had obviously lost weight. The thenar and 
hypothenar eminences had wasted, also the interossei and 
other muscles of the upper extremities. The grip was weak. 
There seemed to be some impairment of sensation of the 
fingers; but satisfactory responses were not elicited, and 
any impairment present followed no recognizable anatomical 
distribution. There was no impairment of response to thermal 
stimuli. It seemed that any abnormality of sensation was 
more likely to be due to age and vascular 
degeneration. The heart was large, and a systolic murmur 
was audible at all orifices. The systolic blood pressure was 
180 millimetres of mercury and the diastolic 78. The result 
of the glucose tolerance test indicated severe diabetes 
mellitus. The blood did not react to the Wassermann test, 
and the blood count gave results within normal limits. - 
Gastric hydrochloric acid was absent. X-ray examination of 
the cervical region revealed advanced spondylitis. Dr. Calov 
said that a diagnosis of progressive muscular atrophy had 
been made. 
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Progressive Muscular Atrophy. 


Dr. Calov’s next patient was a male, aged twenty-nine 
years, a labourer, who complained that for the past five or 
six years his right leg had been wasting. The muscles of 
the limb twitched. He felt no abnormality of sensation in 
the limb. In general health he felt well. The right leg was 
wasted. Fibrillary twitching was to be noted in the right 
leg and in the right pectoral and deltoid regions. The right 
pectoral and deltoid muscles were wasted; but the wasting 
in those areas was not so advanced as in the leg. The right 
knee jerk was exaggerated. Dr. Calov said that thé con- 
dition was an example of progressive muscular atrophy with 
an unusual distribution. 


Dr. Calov also showed a male patient, aged sixty years, 
formerly a carter, who was approaching the stage of the 
circus’s “living skeleton”. During the past few years he 
had become weaker and weaker and more and more 
emaciated. Wasting of the erector spine muscles had led 
to a pronounced forward bowing in the thoracic region, and 
when he attempted to stand erect, a remarkable thrusting 
forward of the pelvis was necessary to maintain balance. 
Fibrillary muscular twitching was a prominent feature, and 
it was observable on all parts of the body surface excepting 
the left leg. Dr. Calov said that the man now walked with 
difficulty with the aid of a stick, and it seemed that it would 
not be long before he was bedridden. It was interesting and 
instructive to note that the correct diagnosis had not been 
made for several months after the patient first attended 
the out-patient department. 


_ 


ational Emergency Measures. 


NATIONAL SECURITY (MALARIA) REGULATIONS. 


Tue following National Security (Malaria) Regulations 
have been gazetted on October 20, 1943, under the National 
Security Act, 1939-1943. 

1. These Regulations may be cited as the National Security 
(Malaria) Regulations. 

2. These Regulations shall be administered by the Minister 
of State for Health. 

3. In these Regulations, unless the contrary intention 
appears— 

“declared locality” means any part of the Commonwealth 
declared by the Minister, under the next succeeding 
regulation, to be a locality to which these Regulations 
shall apply; 

“the Chief Health Officer” means— 

(a) in relation to the State of New South Wales—the 
Director-General of Public Health; 

(b) in relation to the State of Victoria—the Chief 
Health Officer; 

(c) in relation to the State of Queensland—the 
Director-General of Health and Medical Services; 

(d) in relation to the State of South Australia—the 
Chairman of the Central Board constituted under 
the Health Act, 1935-1936, of that State; 

(e) in relation to the State of Western Australia—the 
Commissioner of Public Health; and 

(f) in relation to the State of Tasmania—the Director 
of Public Health. 

4. If the Minister is satisfied that any part of the 
Commonwealth is affected, or is likely to be affected, with 
malaria, and that, with a view to the protection of the 
Armed Forces of His Majesty or of any Power allied or 
associated with His Majesty in the present war, special 
measures of control are necessary in that part of the 
Commonwealth, he may, by order published in the Gazette, 

. declare that part of the Commonwealth to be a locality to 
which these Regulations shall apply. 

5. (1.) An officer appointed to act under these Regulations 
by the Minister, or by the Chief Health Officer of the State 
in which the declared locality is situated, may, by notice in 
writing, require any person (other than a member of the 
Armed Forces of His Majesty or of any Power allied or 
associated with His Majesty in the present war) in a declared 
locality to submit to examination or treatment for malaria, 
or to both. 

(2.) An examination under the 
regulation may include— 

(a) = taking of specimens, including specimens of blood; 


(b) clinical and bacteriological methods of examination. 


last preceding sub- 


(3.) A notice under sub-regulation (1.) of this regulation 
shall specify the name of the hospital or other place at 
which, or of the medical practitioner to whom, the person 
shall submit himself for examination or treatment, or both, 
and the time or times and place or places at which he shall 
so submit himself. 

6. Where any person has refused or failed to submit to 
examination as required by or under these Regulations, or 
has refused or failed to undergo, or has been prevented by 
any cause from undergoing, or is unable from any cause 
to undergo, treatment for malaria as required by or under 
these Regulations, an officer appointed to act under these 
Regulations by the Minister, or by the Chief Health Officer 
of the State concerned, may cause that person to be removed 
to a hospital or other place and that person shall there 
submit to examination or treatment for malaria, or to both. 

7. A person shall comply with the requirements of any 
notice under these Regulations which is applicable to him. 

8. Any notice under these Regulations to a person under 
the age of sixteen years may, if that person is residing with 
his father, be given to the father, or may, if that person is 
not residing with his father, be given to the person having 
control of the person to whom the notice relates, and the 
person to whom the notice is given shall ensure that the 
person to whom the notice relates complies with the require- 
ments of the notice. 

9. A person who is undergoing treatment for malaria in a 
hospital or other place in pursuance of a requirement made 
under these Regulations shall not leave the hospital or 
place until the medical superintendent of the hospital or 
place, or a medical officer empowered to do so, has authorized 
the discharge of that person from the hospital or place. 

10. A person shall not be liable for the expenses of any 
examination or treatment to which he is required to submit 
under these Regulations or for the expenses of any hospital 
or other accommodation incurred by reason of these Regula- 
tions not exceeding the expenses of accommodation in public 
wards of hospitals in the State concerned. 

11. No action shall lie against the Commonwealth or 
against any officer or person acting in pursuance of these 
Regulations in respect of any *¢xamination, treatment or 
removal to, or detention in, a hospital or place in pursuance 
of these Regulations, but, if the Governor-General is satisfied 
that any person has been removed to, or detained in, a 
hospital or place without reasonable cause, he may award 
such compensation in respect thereof as he considers 
reasonable. 


Correspondence. 


THE SERVICES AND CIVILIAN PRACTITIONERS. 


Sir: 1. The more favourable military situation in the last 
few months, and some recent public statements also, seem 
to have created a feeling that our war efforts can be relaxed 
and that continued sacrifices are not required. 

Though the Australian mainland has become, for the 
present at least, free from any serious threat, there is a 
very much larger number of the Australian forces com- 
mitted in active operational areas than ever before. These 
forces are committed in localities where the incidence of 
casualties from sickness will always be extremely high, 
where the climatic and other conditions impose the most 
severe strain on the fighting forces, and where battle 
casualties are considerable. For obvious reasons it is 
essential that formations on the mainland be kept up to 
strength and fighting fit, so that they can at short notice 
take the place of formations in the operational areas which 
may be in urgent need of a rest. 

The Royal Australian Air Force is ‘steadily increasing in 
size and all the time spreading into areas where the 
incidence of sickness is likely to be high. 

The personnel of the Royal Australian Navy serving at 
sea are, of necessity, distributed amongst the various types 
of ships, and this leads to a demand on medical officers which 
is over and above that which would be required on a straight 
out ratio of medical officers per members borne. 

Experience has shown that the presence of a medical 
officer in a small ship, isolated from normal medical facilities, 
improves the morale and fighting efficiency of these ships, 


not only by actual medical care, but also by the knowledge . 


that, in the event of sickness or wounds, skilled medical 
attention is immediately available. 

The experience of the Medical Department on the occasion 
of the loss of His Majesty’s Australian ship Canberra proved 


q that 
mor 
in ti 
; Al 
arm<* 
side 
Ne 
field 
4 unit: 
with 
to k 
and 
the 
has 
offic: 
twel 
men 
: | 150. 
of t 
TI 
Ce 
Dorm 
med 
Aust 
3. 
sible 
matt 
4. 
Serv 
5. 
in tl 
To 1 
fron 
field 
with 
the 
trea 
fron 
effic! 
to tl 
the 
proy 
nece 
the 
and 
have 
also 
intr 
are 
of a 
8. 
to n 
and 
outs 
hos} 
peri 
to t 
the 
“~~ med 
the 
they 
9. 
civil 
| mai: 
} othe 
| Adn 
the 
10 
in 2 
| deta 
| titio 
11 
offic 
app 
leav 
and 
med 
and 
T 
| Ir 
are 
to 
info 


= 


NovemsBer 20, 1943. 


THE MEDICAL JOURNAL OF AUSTRALIA. 431 


that the number of medical officers in that ship, although 
more than ample for ordinary needs, was barely adequate 
in times of stress and battle emergencies. 

All this means that the task of the medical services of the 
armed forces has not become lighter, but rather is con- 
siderably heavier than it was twelve months ago. 

Not only is it essential that all the medical officers in 
field units are kept physically as fit as the men of those 
units, but they must also be with the units and formations 
with whom they will serve in battle so that they may get 
to know and be known by them, if our sailors, soldiers 
and airmen are to get the standard of medical care that 
the country desires and expects. : 

2. By the most thorough investigation of establishments it 
has been possible to replace approximately 150 medical 
officers by non-medical officers in the Army in the past 
twelve months, and in addition to this the actual establish- 
ment of the medical officers has been reduced by a further 
150. The Army has only called medical officers up to 75% 
of this reduced establishment. 

The Air Force is working on a similar basis. 

Comparisons show that the United Kingdom and 
Dominions Services have thought it necessary to provide 
medical officers on a more liberal scale than is the case in 
Australia. 

3. The medical services of the armed forces are respon- 
sible for the medical care and hospitalization of approxi- 
mately one-eighth of the total population of Australia. 

4. Unlike the civil population, all cases of sickness in the 
Services, even mild ones, must be treated in hospital. 

5. Owing to the particular diseases prevalent in the areas 
in which our forces are operating, the incidence of sickness 
in the Services is at least as high as in the civil community. 
To this must be added battle casualties. 

6. The medical problem in the Services differs entirely 
from that in civil life. In the services it is essential to have 
field medical units and forward hospitals sufficient to deal 
with large numbers of casualties at short notice, so that 
the sick or wounded may get the best surgical and medical 
treatment possible as early as is practicable, and be cleared 
from the operational area without delay. A sufficient and 
efficient medical service in the operational areas is essential 
to the morale and fighting efficiency of the forces. Therefore 
the establishments must provide for a considerably higher 
proportion of medical officers than is normally considered 
necessary for the civil community, and comparisons between 
the numbers of individuals for which Service medical officers 
and doctors in civilian practice are respectively responsible 
have no real bearing on the realities of the situation. 

7. The problems of preventive medicine in the forces, and 
also the problems connected with the prevention of the 
introduction of disease into Australia by the armed forces, 
are very great. They require all the thought and energy 
of a large number of specially trained medical officers. 

8. It frequently happens that a medical unit under orders 
to move does not move immediately such orders are issued 
and may not move for some days or even longer. This is 
outside the control of the medical services. Also, a general 
hospital may be practically empty and remain so for a 
period awaiting some known or expected emergency. Owing 
to the difficulties of transport and the delays inherent in 
the movement of personnel, it is not possible to release 
medical officers from these hospitals to civil work except in 
the more or less immediate vicinity of the hospital to which 
they are attached. 

9. The Army is responsible for the medical care of the 
civilian population in certain large areas on the Australian 
mainland, and also for the supply of medical officers and 
other medical personnel to the Australian and New Guinea 
Administrative Unit which undertakes the medical care of 
the native population of Papua. ° 

10. The Services’ directors have instructed their deputies 
in all areas in Australia that wherever possible they shall 
detail their medical officers to relieve temporary civil prac- 
titioners who are in urgent need of a rest. 

11. The Army has already this year released 162 medical 
officers to civil practice, and there are 41 others at present 
approved for discharge to civil practice when their accrued 
leave has expired. Many others are under consideration 
and will be released during the next six months. Of 162 
medical officers already released, 37 were on part-time duty 
and had not completely given up their civil practice. 

The Air Force is also taking similar action. 

In order to ascertain the views of medical officers who 


- are over forty years of age, a confidential letter was sent 


to approximately 500 medical Officers in that category 
informing them that approval had been given to a policy 


whereby medical officers over forty years of age might be 
released to civil practice as and when their places could be 
filled in the Services by young graduates. The replies of 
medical officers to this letter are at present under considera- 
tion. The majority indicate that they are prepared to serve 
in whatever capacity, civil or military, it is considered that 
they will be of most service to the country. 
12. It can be confidently expected that the strain on civil 
medical practitioners will be greatly relieved during 1944. 
13. The directors of the medical services of the armed 
forces fully realize the strain that is being put on civil 
practitioners, and have done, and will continue to do, all 
in their power to keep service requirements to a minimum. 
They and their responsible officers have themselves been 
engaged in private practice for many years and appreciate 
to the full the loyal and uncomplaining help that civil prac- 
titioners have given during the past three years. They 
sincerely hope that in order that our sailors, soldiers and 
airmen may continue to receive that high standard of 
medical care that the country demands, civil practitioners 
will continue to carry on their work in the same spirit of 
service, cooperation and self-sacrifice that has been so 
evident in the past and that has been in the highest 
traditions of the profession to which we all belong. 
Yours, etc., 
W. J. Carr, 
Surgeon Captain, Director of Medical 
Services, Navy. 
S. Roy BurstTon, 
Major-General, Director-General of 
Medical Services, Army. 
Victor HURLEY, 
Air Vice-Marshal, Director-General 
Melbourne; of Medical Services, Royal Australian 
November 9, 1943. Air Force. 


THE MEETING OF THE FEDERAL COUNCIL. 


Sir: It seems to me that Dr. Roseby is protesting over- 
much. Indeed so loud are his protestations that one 
wonders whether he is really speaking for himself and not 
for other people. 

What is this heinous crime that, according to Dr. Roseby, 
the Federal Council has committed? It is, apparently, that 
the Council has stated that preference should be given to 
persons of British nationality over aliens in determining 
the quotas for entering the medical course at Australian 
universities. Had the Federal Council asked for exclusion 
of aliens there would have been some reason for Dr. Roseby’s 
outburst. But the resolution of the Federal Council only 
asked for preference. All things being equal, and provided 
standards are maintained, surely it is not unreasonable to 
ask that British subjects be given preference, particularly 
if they or their fathers are serving with the armed services 
of the Empire. 

I have not heard Dr. Roseby’s voice in protest against 
the medical acts of the various States, which, generally, 
exclude from registration aliens with foreign qualifications. 
On his reasoning Dr. Roseby must surely believe that all 


foreign practitioners be admitted without restriction. So > 


far as the question of ethics is concerned it is interesting 
to note that the stranger is still not welcome in other 
countries. Dr. Roseby surely knows that it is not possible 
for persons with British qualifications to practise without 
restriction in foreign countries. 

In the ideal world no doubt there will be equal oppor- 
tunities for every person whatever the country of his birth 
may be. But we have not reached that stage yet, and until 
we do it is not unreasonable to ask that preference be given 
to our own kith and kin. 


74, West Esplanade, 
Manly, 
New South Wales. 
November 4, 1943. 


Yours, etc., 
G. MoncrigrF Barron. 


EXTRACTION OF CATARACT IN ITS CAPSULE 
(TOTAL EXTRACTION). 


Sir: Having read in the October 16 issue of THe MepicaL 
JOURNAL OF AUSTRALIA an account of forty cataract opera- 
tions by intracapsular cataract extraction with results 
which I think are far from good, I herewith give my last 
forty private hospital cases as a comparison. They were all 
done by splitting the capsule (extracapsular method). 
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*/, vision, 17; */, vision, 10; */, vision, 7 (one had macular 
degeneration) ; */,. vision, 2 (one had macular degeneration) ; 
*/ vision, 2; °/, vision, 1 (macular degeneration); one 
read newspaper well, but would not read test type. 

There was no vitreous loss and no complications. 

Fifteen cases required needling, which is somewhat more 
than I expected. None of these cases required needling twice. 

I regard vitreous loss as serious because the vitreous later 
ceases to be a colloidal gel and floaters appear which worry 
the patient. 

The cases I report are not selected and have no special 
merit; they have all been done during the war. 

Four cases with less than */, had- senile degeneration of 
the macula. 

Intracapsular extraction has a definite value, but as a 
routine it does not give better vision and there is more risk. 

Yours, etc., 

“Ladhope W. LockHart GIBson. 

131, Wickham Terrace, 


Brisbane. 
November 5, 1943. 


ominations and Elections. 


Tue undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association : 

Williams, Dudley Clarence, M.B., 1939 (Univ. Sydney), 
NX116469, Major D. C. Williams, H.Q., 8th Australian 
Field Ambulance (A.I.F.), Australia. 
Eastmuir, Grace Mary, M.B., B.S., 1939 (Univ. Sydney), 
64, Bayswater Road, Rushcutters Bay.. 
Kesteven, Hereward Leighton, junior, M.B., B.S., 1943 
(Univ. Sydney), Base Hospital, Lismore. 


Maval, Wilitary and dic force. 


CASUALTIES. 


AccorpING to the casualty list received on November 5, 
1943, Captain W. J. K. Treleaven, A.A.M.C., Melbourne, who 
was previously reported missing, is now reported to be a 
prisoner of war. 

According to the casualty list received on November 15, 
1943, Captain S. B. Hatfield, A.A.M.C., Newcastle, is reported 
to have been wounded in action, remaining at duty. 


Motice. 


Tue New South Wales Post-Graduate Committee in 
Medicine announces that Dr. Edith Paterson, of the Holt 
Cancer Institute, Manchester, England, has been invited to 
deliver a lecture, the title of which will be “The Present 
Trend of Cancer Research in Great Britain”, at the Stawell 
Hall, Royal Australasian College of Physicians, 146, 
Macquarie Street, Sydney, at 4.30 p.m. on Wednesday; 
November 24, 1943. All members of the medical profession 
are invited to attend free of charge. 


Dbituarp. 


JOHN ALEXANDER CAMERON. 


We regret to announce the death of Dr. John Alexander 
Cameron, which occurred on November 7, 1943, at Brisbane. 


REGINALD JEFFERY MILLARD. 


We regret to announce the death of Dr. Reginald Jeffery 
Millard, which occurred on November 14, 1943, at Lindfield, 
New South Wales. 


JAMES ROBERT NICOLL. 


We regret to announce the death of Dr. James Robert 
Nicoll, which occurred on October 24, 1943, at Toowoomba, 


HENRY CORDNER. 


WE regret to announce the death of Dr. Henry Cordner, 
which occurred on November 11, 1943, at Hobart. 


Diarp for t the Month. 


. 23.—New South Wales Branch, B.M.A.: Medical Polities 
Committee. 


Nov. 24.—Victorian Branch, B.M.A.: Council. 

Nov. 25.—New South Wales Branch, B.M.A.: Branch. 

Nov. 26.—Queensiand Branch, B.M.A.: Council. 

_ Dee. 1.—Victorian Branch, B.M.A.: Branch. 

Dec. 1.—Victorian Branch, B.M.A.: Council. 

Dec. 1.—Western Australian Branch, B.M.A.: Council. 

Dec. 2.—New South Wales Branch, B.M.A.: Special Groups 
Committee. 

Dec. 2.—South Australian Branch, B.M.A.: Council. 

Dec. 7.—New South Wales Branch, B.M.A.: Bxecutive and 
Finance Committee. 

Dec. 7.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 

Dec. 8.—Victorian Branch, B.M.A.: Council. 

Duc. 9.—New South Wales Branch, B.M.A.: Branch. 

Dea 10.—Queensland Branch, B.M.A.: Annual 

Dec. 14.—New South Wales Branch, .M.A.: Ethics Committee. 

Dec. 14.—Tasmanian Branch, B.M.A. : Branch 

Dec. 17.—Queensland Branch, B.M.A.: Council. 

Dec. es Branch, B.M.A.: Medical Politics 


21.—New South Wal 
Committee. 


Wedical Appointments: Important Motice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
ntment mentioned below without ha first communicated 
h the Honorary Secretary of the concerned, or with 


the Medical Secretary of the British Medical tion, 
Tavistock London, W.C.1. 
New South Wales Branch (Honorary juarie 
Street, Sydney): Australian Natives’ tion ; eld 
and District United ay Societies’ ae, Balmam 
United Friendty Societies’ Dispensary; Lei t 
P United Friendly Societies’ Dispensary ; 
chester Unity Medical and Dispensing Institute, oxford 


ited ; 
Victorian Branoh ammes Secretary, Medical Society Hall 
Bast Melbourne): Associated Medical Services Limited : 
all Institutes or Medical Dispensaries; Australian Prudentiai 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society ; — National Provident Club; 
National Provident Associa’ Hospital or other appoint- 
ments outside Victoria. 
B.M.A. 225. 
): Brisbane 


B.17) iated 


risbane, 
Medical Institute; Bundaberg Medical 
LODGE appointments and 


A are advised, in 
erests, to submit a copy of their Agreement 
to the Council before signing. 


House, 
Assoc 


diy Societies’ 
Members accepting LO. 


South Australian Branch (Honorary Secretary, 178, North 
Terrace, Adelaide): All appointments in South 
Australia ; all Contract appointments in South 


Western Australian Branch (Honorary Secretary, 205, Saint 
s Terrace, Perth): Wiluna Hospital; all Contract 
Practice appointments in Western Australia. 


> 


Editorial Motices. 


MaNuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
rr JOURNAL OF AUSTRALIA alone, unless the contrary be 

All communications should be addressed to the Editor, Tus 
MupicaL JOURNAL oF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: ys 2.) 

Members and subscribers are requested to notify th 
THe MemprcaL JouRNAL oF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of A irregularity in the 
delivery of this journal. The a cannot accept any 
unless such a notification is within one 
month 


SupscripTion Ratss.—Medical students and others not 
receiving THe MumpicaL JouRNAL or AvusTRALIA in virtue of 
membership of the Branches of the British Medical ‘Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 

Subscriptions can commence at the ss of <= 
uarter and are renewable on 31. 
Australia and £2 5s. abroad per annum at. . dy in advance. 
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edical Practices, etc. 


ry and Suburban Practices 


for Transfer. 


Particulars Supplied in 
Confidence. 


Locums, Assistants, etc. 


GOYDER, SON & CO., 
Medical Agents, 
theart House, llc Castlereagh 
Street, Sydney. BW 7149. 
After Hours XA 1749. 


tralian Physiotherapy 
Association 

(Australasian Massage 
Association) 

NEW SOUTH WALES 


Massage, Remedial Exercises and 
Medical Electricity. 
Occupational Therapy. 


Members are fully trained in 
these subjects and work only 
under the direction of a regis- 
tered medical practitioner. 


Further information obtainable 
from the Secretary, : 
MISS E. P. EVANS, 
185 Elizabeth Street, Sydney. 
(MA 2031.) 


PERCIVAL D. OLLE 


MS.R., B.P.A., N.R. (Eng.), 
Masseur, Physio-Therapist. 
Short and Ultra-Short ave, 
§to 20 Metres. At rooms only 
owing to screening. Ultra- 
Violet, Infra-Red, Liathermy, 
Iontophoresis. 
Physical injuries treated. 
“Wembury”, 
4 Elizabeth Street, Ashfield. 
Telephone UA 1097. 


Microscopes 


By leading British 
and American 
makers, new and 
second hand. 
DIAGNOSTIC 
SETS, 
moscopes, Oil Im- 
mersions, Micro- 
Accessories, Stains, Reagents, etc. 
BOOKS: Medical and Science 
Text-books, Natural History, 
rly Australian, new and 
Second hand. 

Catalogues free. 
WANTED TO BUY: Micro- 
Seopes, Survey Instruments, 
Sextants, Telescopes, ete. 
Highest Cash Prices. 


N. H. SEWARD PTY. LTD. 
“Optical House”, 
457 Bourke St., Melbourne, C.1. 


Service for Doctors 
Watson House, Bligh Street, 


Sydney 
Telephone: BW 4433 

voctors contemplating relinquish- 
ing their uniformed service and 
desiring to re-enter civilian 
medical practice cannot afford to 
neglect the business side of such 
a change. 
sooner or later, decisions of a 
vusiness nature will have to be 
made. Members of the profession 
will find in our Service for Doctors 
section a medium through which 
they can obtain sound advice and 
assistance in dealing with the 
many problems which are likely 
to beset them. 
All_ correspondence and associ- 
ated business is treated as con- 
fidential, and is dealt with only 
by experienced senior officers. 
When making inquiries by letter 
please state whether your inter- 
ests are surgical or medical, and 
the locality in which you prefer 
.O practise. 

Endorse your letter “Con- 

fidential” to the Manager. 


WATSON VICTOR 


LIMITED 


LICENSED BUSINESS AGENTS 


Watson House, Bligh St., Sydney 
117 Collins Street, Melbourne 
105 Eagle Street, Brisbane 
9 #Gresham treet, Adelaide 
205 St. 


George’s Terrace, Perth 


STERN AUSTRALIAN 
PUBLIC SERVICE. 


Applications are invited, under 
the Public Service Act, for the 
position of Commissioner of Public 
Health, Western Australia. 

In addition to all the usual 
public health functions, the depart- 
ment includes management of 25 
hospitals and supervision of 60 
other hospitals, the control of 
homes for the aged and infirm, and 
the direction of any State medical 


services. 

Salary £1,180, £1,250, 
£1,300, plus basic wage adjustment 
which at Ist October, 1943, is £60. 

Inquiries from and applications 
to the undersigned. 

Applications close 22nd Novem- 
ber, 1943, at Perth. 

GEO. W. SIMPSON, 


Public Service Commissioner. 


range: 


HE BROKEN HILL AND 
DISTRICT HOSPITAL. 


Applications, returnable by 
November 27, are invited for the 
position of Radiologist. 

Salary £900 per annum with 
quarters or £1,050 per annum with- 
out quarters. 

Further particulars may be 
obtained from the Surgeon 
Superintendent to whom applica- 


| tions should be addressed. 


(Sgd.) GEO. GOUGH, 


Secretary and Business 
Manager. 


LET.—FRONT SUITE TW’ 
ROOMS, suit medical or denta’ 
profession, “BEANBAH”, 23° 
Macquarie Street, Sydney. Rent 
£3 10s. per week. 
intendent on premises or 
H. W. HORNING & CO. PTY. LTD 
Licensed Real Estate Agents. 
15 Martin Place, Sydney. B 6227-8 


OYAL PRINCE ALFRED 
HOSPITAL, CAMPERDOWN. 


Applications are called for the 
following vacancies on the yom 
Medical Staff of the Hospital. 
Owing to the existing state of war, 
all appointments, reappointments 
and promotions, except those 
marked with an asterisk, are for 
a tenure of 12 months only. 
Applications close on 27th Novem- 
ber, 1943, at noon, and must be 
submitted on special forms avail- 
able from the Secretary of the 
Hospital. One such form accom- 
panied by a copy of birth certificate 
and copies of testimonials in the 
case of applications for new 
positions must be sent to the 
Secretary of the Hospital, and a 
duplicate of the application form 
only to the Registrar, University 


of Sydney. All applications to be 
endorsed: “Applications for the 


names of medical officers eligible 
for reappointment are shown in 
parentheses. 
Medicine.—*Physicians, 2 (Drs. 
L. H. Hughes and W. Cotter 
Harvey); *Assistant Physicians, 3 
(Drs. E. L. Susman, R. S. Steel and 
H. M. Rennie); Clinical Assistants, 


12; Clinical Assistants (Tem- 
porary), 5; Clinical Assistants 
(Reserve), 10. 

Psychiatry. Assistant 


— cians, 1; Clinical Assistants, 
” Dermatolo y. — Physicians, 1; 
Assistant Physicians. 1; Clinical 
Assistants, 2; Clinical Assistants 
(Reserve), 2. 


Pediatrics. — Pediatrician, 1; 
Assistant Pediatrician, 1. 

Venereal Diseases. — Medical 
Officer, 1. 

Surgery.—* Surgeons, 1 (Dr. 
7. M. Furber) ; * Assistant 
Surgeons, 2 (Drs. F. W. Niesche 
and N. R. Wyndham); Clinical 
Assistants, 6; Clinical Assistants 
(Temporary), 3; Clinical Assis- 


tants (Reserve), 6. 

Ophthalmology. — Surgeons, 2; 
Assistant Surgeons, 3; Clinical 
Assistants, 2. 

Ear, Nose and Throat.—Clinical 
Assistants, 2; 

1 (Dr. 
L. 


Teece); Surgeons, 1; 
Assistant Surgeons, 1; Clinical 
Assistants, 2. . 


Urology.—Clinical Assistants, 1 ; 
Clinical Assistants (Temporary), 1. 

Neuro-Surgery.—Clinical Assis- 
tants (Temporary), 2. 

Anesthesia. — Assistant Anes- 
thetists, 6; Clinical Assistants, 2. 


Gynecology. — Surgeons, 1; 
Assistant Surgeons, 1; Clinical 
Assistants, 2; Clinical Assistants 
(Temporary), 


Obstetrics. — Obstetricians, 3; 
Clinical Assistants, 9 

Radiology. — Radiologists, 2; 
Assistant Radiologists, 2. 

Therapeutic Radiology. — Radio- 
therapeutists, 2; Assistani Radio- 


therapeutists, 1; Clinical Assis- 
tants, 1. 
Radium Department. — Clinical 


Assistant to Assistant Surgeon 
Radio-therapist, 1 

Dentistry.—Dental Surgeon (Re- 
serve), 1. 


R SALE, on account of 

deceased medical practitioner, 
surgical instruments, instrument 
cupboard and ophthalmic lamp. 
Available for inspection in show- 
rooms of Martin & Co. Surgical 
Pty. Ltd, 104 Hunter Street, 
Sydney. 


UBENSLAVN D. 


Large country town, substantial 
general practice, income well over 
3,500, every nursing facility, com- 
fortable home on lease, every con- 
venience, hot water system, power, 
gas, water, septic, three surgeries, 
two waiting rooms. 

Would not be available except 
for urgent personal reasons. 

Particulars in confidence. 

D. W. REID, Medical Agent, 
Wickham Terrace, Brisbane. 
Telegrams: “Measure”, Brisbane. 


SPEECH THERAPY 
Remedial treatment on mod- 
ern lines for Stammering, 
Idioglossia, Aphasia, Post- 
Operative Cleft Palate Speech. 
MISS WRAY, A.S.S.T., London, 
Speech to R.A.H.C. 

and R.F.H., Sydney. 

231 Macquarie Street, Sydney. 
one: B 4650. 


Wanted te 
Buy 


Quality Gums and Rifes. 
Highest prices given. 
We also exchange guns. 
SIL ROHU, 143 Elizabeth St., Sydney 


Quality Firearms & Fishing Tackle 
"Phone MA 3540. 


CHIROPODY 


Master Chiro 
Room 19, Fourth Floor, 
Challis House, 
10 MARTIN PLACE, SYDNEY. 
"Phone BW 6642. 
T. R. C TIE, 
Diploma Scientific Chiropody. 


LASSIFIED and Casual Adver- 
tisements for insertion in Tum 


er not later 
m the Monday preceding date 


W. RAMSAY 
(Surgical) PtyLtd 


SURGICAL INSTRUMENTS 
AND HOSPITAL 
APPLIANCES 


Latest Medical and Surgical 
Books Available 
Sole Australasian Agents 
“BECKS” 


W. RAMSAY 
(Surgical) Pty. Ltd. 


340 Swanston St., Melbourne 
18 Howard Street, Perth 
11 Austin Street, Adelaide 
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@ When “Habit Time” is neglected and the patient tends to become 
constipated, consider the use of Petrolagar as an aid to regular comfort- 
able bowel movement. One to two tablespoonfuls daily (see directions 
on package) provide bland fluid to help soften the feces and bring 
about an easily passed, well-formed stool. As soon as a regular “Habit 
Time” has been re-established, the daily dosage of Petrolagar may be 
gradually diminished until treatment is no longer required. 


Hawe you prescribed Petrolagar recently? 
LITERATURE AVAILABLE ON REQUEST. 


* Petrolagar—the trade mark of Petrolagar Laboratories, Inc., brand 
emulsion of mineral oil. 


PETROLAGAR LABORATORIES, INC. _ SYDNEY, AUSTRALIA 


(Ine. in U.S.A.) 


i 
Petrolagar.. 
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